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It seemed to me that if I could talk to you 


on the subject of without 


lantern slides, I could discuss a variety of the 


thyroid disease 


aspects of that subject and perhaps could bring 
you the deductions we have made from our 
practical experience. About three weeks ago 
I finished the twenty thousandth goiter that 
we have operated upon. In this group, 76 per 
cent have been toxic goiter and the rest non- 
toxic. Of the toxic goiters, about 60 per cent 
have been of the exophthalmic type, and the 
the 
the incidence of recurrent laryngeal paralysis, 


others were adenomatous. As _ to results, 
including even those cases with cancer in which 
0.3 cent. 
There were six cases of tetany in the 20,000 


radical removal was done, is per 
cases, but the last case of tetany occurred ten 
years ago. We have practically eliminated the 
question of tetany and have largely eliminated 
the question of recurrent laryngeal paralysis 
by making anatomical dissections and exposures 
of the recurrent laryngeal nerves in each case. 

We have here a patient who has been brought 
in for me to discuss, who is twelve years of 
age and who presents almost all of the prob- 
lems of thyroid disease. She was well until 
last Christmas, when one of the first things 
that appeared was prominent eyes. Following 
that, she developed a tremendous appetite and, 
after that, marked weight loss, rapid pulse, and 
She 
had a metabolic rate of about +60; she was 


all the other signs of hyperthyroidism. 


Presented before the S. C. 


Med. Assoc. April 16, 
1941, Greenville, S. C. 


MASSACHUSETTS 


then put on Lugol's solution, and the rate went 
down to +30, but when she went to the hospital 
for operation it had risen to +71. She was in 
the hospital a considerable time on Lugol’s 
solution and on intravenous glucose; finally, 
due to the fact that her condition could not be 
improved, she was operated upon. She had a 
postoperative storm—a real crisis, | am sure, 
from the description. 
105° F., 


perspired profusely. On the other hand, she 


Her axillary tempera- 


ture was she was delirious and she 
has never had diarrhea. She is now quite well. 
| took her pulse an hour ago, and it was 78. 
She was operated upon three weeks ago. 

(1) the 
problem of her eyes, (2) the problem of hyper- 


This case presents several problems : 


thyroidism in young people, and (3) the prob- 
lem of crisis and how it can be met and how 
it can be avoided, This girl still has some of 
the eye signs; she still has moderate exophthal- 
mos. But she had gained 5 pounds in weight 
and is making an execellent recovery. 

I think we can use this patient to demon- 
strate one or two points. She has true exo- 
phthalmos, because she has an important sign 
which distinguishes exophthalmos from normal- 
ly prominent eyes. As she looks ahead she 
has a slight area of white sclera visible be- 
tween her lid edges. The normal prominent 
eye does not have this edge of visible white 
sclera between the lid edges. She also has the 
puffiness of the upper lids which goes with 
the exophthalmos which is associated 
hyperthyroidism in children. 


with 
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We have operated upon 100 children for 
exophthalmic goiter, of twelve years or younger, 
the youngest child being two and one-half 
years old. Exophthalmic goiter in children is 
the same as in adults, with two exceptions. It 
is undesirable to produce myxedema in a child. 
Why is it undesirable to produce myxedema 
in a child? We must remember this; it is un- 
desirable to produce myxedema in a child and 
it is undesirable to have hyperthyroidism for 
a long time. Hypothyroidism slows up epi- 
physeal closures. Dr. Henry Welti, of Paris, has 
demonstrated that the prolonged presence of hy- 
perthyroidism in young children hastens epi- 
physeal closure so that a child of four with hy- 
perthyroidism may have epiphyseal closures cor- 
responding to individuals several years older. 
Dr. Hurxthal, in our clinic, has done excellent 
studies on the bone changes and epiphyseal 
We 


must always remember, therefore, that myxe- 


retardation associated with myxedema. 


dema, especially in a child, is not a question 
alone of slowed-up mentality and undesirable 
physical appearance but also that it does pro- 
duce undesirable epiphyseal closure changes 
and mental development because of slowed-up 
thyroid action. 

There are some other things to remember. 
Children have fluctuating pulses; therefore it 
becomes difficult to determine the degree of 
toxicity in a child, due to the fact that its pulse 
rate is more readily accelerated than is that 
of an adult. Furthermore, based upon this, we 
feel that the mortality rate is a little higher in 
children than in adults, and therefore we feel 
that in children one is safer in doing more 
two-stage operations than in adults. 

These are the two warnings that I would 
utter regarding hyperthyroidism in children. 
sut, other than that, hyperthyroidism in child- 
ren is the same as that of adults. 


What can we expect regarding this young 
lady’s exophthalmos? I think we can safely 


say that in 60 per cent of the cases the exo- 
phthalmos will largely disappear following the 
relief of the hyperthyroidism. In about 20 per 
cent it will improve. In about 20 per cent it 
remains about the same and in a small percent- 
age of those will become worse. The very 
worst type of exophthalmos is that associated 
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with postoperative myxedema. This young lady, 
I would say, has a good chance of having her 
exophthalmos disappear. 

Most 
related, 


cases of exophthalmos are probably 
as was originally thought, to smooth- 
muscle stimulation through the sympathetic 
system, but in cases due to myxedema, the 
ocular muscles become so enlarged from in- 
filtration that they will not fit in the bony ocular 
canal. One thing to watch out for in a case of 


When 


the lid pressure begins to pile up the conjunc- 


marked exophthalmos is lid pressure. 


tiva so that it is wrinkled and edematous, they 
are at a very dangerous stage. We know that 
the conjunctiva is nurtured by osmosis and 
thus it will not stand much in the way of inter- 
ference with its nourishment. If slough should 
occur, the eye would have to be enucleated. If 
there is piling up of the conjunctiva you should 
immediately consider the question of decom- 
pression of the bony ocular canal by means 
of the Naffziger operation. In this operation 
one turns down the parietal bone flaps simul- 
taneously on either side, one. neurosurgeon 
working on each side. The frontal lobes are 
elevated and the bony roof of the ocular canal 
rongeured completely away, thus allowing 
plenty of room for the large ocular muscles 
to bulge upward and to allow the eyes to recede. 

We the could 


materially improve patient’s appearance with 


have felt in past that we 
this operation, but we have come now to feel 
that this Naffziger operation is justifiable only 
where there is danger of patients losing their 
eyes. The results so far as cosmetic appear- 
ances have gone have not been sufficiently satis- 
factory to advise it solely for that purpose, but 
the results as far as saving the eyes is concerned 
have been entirely satisfactory. 

This patient shows a fine result, and she 
represents very well the problem of hyper- 
thyroidism in a child. I will defer the question 
of management of crisis until later. 

I am sure that one of the things you would 
like to know from me is what I think about 
basal metabolism and whether we think that 
basal metabolism determination is essential to 
the proper management of thyroid disease. We 
do, with certain qualifications. | would say that 
there are many possible errors related to the 
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question of basal metabolism. There are errors, 
particularly, on account of adjustment of the 
patient ; there are errors of computation, and 
there are errors which can be associated with 
the apparatus. If the soda lime, for instance, 
becomes slacked it does not absorb carbon 
dioxide. If it becomes channeled, the expired 
air does not pass through the soda lime, the 
carbon dioxide is not extracted, and an im- 
proper test will result. When the clinical signs 
are not in accord with the metabolic rates I 
We 


will operate on no case merely on the metabolic 


would prefer to take the clinical signs. 


reading. If you have a borderline case, that 
patient should be put in the hospital in bed and 
a basal metabolic reading should be taken every 
day for three or four days until the trend of 
the basal metabolism can be established. If the 
patient’s symptoms are neurogenic instead of 
thyrogenic in origin, the reading, if high, will 
tend to come down as she becomes adjusted 
to the test. If the basal metabolism stays up, 
then the case is probably thyrogenic. If it varies, 
and you have one day 40 and the next day 40 
and then 60, this latter is probably a false read- 
ing. Every basal metabolism apparatus, | would 
like to emphasize, should be subjected to a 
test on a normal individual frequently, so you 
can be sure that the apparatus is functioning 
c wrrectly. 

How do you determine when to operate on 
a borderline case and when not to? Let me 
say this; there is no danger of any borderline 
case of suspected hyperthyroidism dying. He 
is not that sick. Never operate upon a patient 
for hyperthyroidism on suspicion. Send the 
patient home and see him again in six weeks. 
If you are still uncertain, send him home and 
see him again at the end of another six weeks. 
If he has hyperthyroidism, sooner or later the 
clinical signs will be so obvious that you will 
know it is hyperthyroidism. This, | think, is a 
very important diagnostic point. 

Do not feel that a patient with hyperthy- 
You have 
hyperthyroidism, particularly in the elderly, 


roidism must have a goiter. can 
with a very small gland, even smaller than 
normal. But the one thing that should make 
you suspicious that hyperthyroidism does not 
exist is a soft thyroid gland, because hyper- 
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thyroidism is associated with hyperplasia, and 
hyperplasia produces firmness of the gland, 
and firmness of the gland in a person with sus- 
pected hyperthyroidism is very suggestive of 
it. 

Various complications may be present with 
thyroid diseases, and perhaps the outstanding 
one is the presence of diabetes with hyperthy- 
roidism. There is no more desirable complica- 
tion, from the standpoint of diabetes, than 
hyperthyroidism. If I had diabetes there are 
two complications I should like to have. One 
the 
first because I could have a surgical operation 
that the the 
second because with hyperthyroidism you have 


is gallstones and one is hyperthyroidism, 


would influence diabetes, and 
an increased metabolic rate and there will be 
a decrease in carbohydrate tolerance which can 
be overcome by subtotal thyroidectomy and 
lowering of metabolism. We have now operated 
upon over 350 cases of hyperthyroidism with 
diabetes, and the average increase in the car- 
bohydrate tolerance after operation is 40 gm. 
We, therefore, believe that diabetic patients 
with hyperthyroidism should be operated upon 
very promptly. Because diabetes increases the 
surgical risk, one should be more careful with 
such patients. 

Another complication is pregnancy. It used 
to be thought that the thing to do was to re- 
lieve the pregnancy by emptying the uterus, 
but we know from our experience that the 
thing we should do is to remove the hyper- 
thyroidism by surgery. Do the subtotal thy- 
roidectomy early, so that by the time the pa- 
tient comes to labor she is well over the hyper- 
thyroidism and can take an anesthetic and can 
stand a long labor if it occurs. We have operated 
upon a number of patients with pregnancy and 
hyperthyroidism and have had only one mis- 
carriage, and that was a patient who had a 200 
mile automobile ride home ten days after the 
operation. 

Another (lisease. 
Throughout medical literature it has appeared 


complication is heart 


for years that there is such a thing as “thyroid 


heart.” There is no such thing as a thyroid 


heart. You can have hyperthyroidism in- 


definitely without any damage to the muscula- 
ture. We know that hyperthyroidism, with its 
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rapid heart rate, predisposes to cardiac ir- 
regularities, with fibrillation, and we know that 
removal of the hyperthyroidism will restore 
the heart, if the fibrillation is transient, to its 
normal rhythm. Exclusive of irregularities, 
there is no heart damage in hyperthyroidism. 
On the other hand, when we have a heart al- 
ready damaged and then superimpose hyper- 
thyroidism we have an ideal factor to produce 
lack of compensation. The irregularity, with 
its haphazard beats, disturbs the rest period 
of the heart and the compensation is broken. 
We have now cperated upon well over 300 
hyperthyroid cases with advanced decompensa- 
tion. Some have had bloody sputum, and some 
have had to be tapped. All of these patients 
had all the 
pletely restore compensation, without success. 


have medical measures to com- 
All have been operated upon under a general 
anesthetic. The mortality rate in the entire 
series is 3.6 per cent. We have followed a group 
of these patients for from seven to seventeen 
years, and in 75 per cent of these patients who 
are alive the heart is still regular, without auri- 
cular fibrillation, which means that they have 
regained and retained their compensation to 
this time. 

Let me urge upon you something I have al- 
ways stressed in hyperthyroidism and_ heart 
failure: That is that heart failure does not 
occur in young people such as this little girl 
whom we have just seen because they do not 
have associated heart damage as a rule at their 
age. It is young people who have the textbook 
picture of hyperthyroidism, who have exo- 
phthalmos, who have the hot, flushed skin, the 
increased activity, the tremulous hands, the 
the prominent 
thrusts. They are the ones in whom you and | 


bounding _ pulse, precordial 
could make the diagnosis from across the street. 
But they do not tend to have failure, so one 
does not get that type of hyperthyroidism 
often in thyrocardiacs to make the diagnosis 
easy. 

There is another type which I have cailed 
apathetic hyperthyroidism in which there is 
lack of the eye signs and lack of heat and 
moisture in the skin—a chronic low-grade type 
of hyperthyroidism in elderly people. Elderly 
people do not have the nervous system, do 
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not have the vascular system, do not have the 
musculature with which to react to high meta- 
bolic rates, so they are often calm and their 
skin often cool with this state. With an ab- 
sence of eye signs and with the edema and the 
orthopnea which is so often urgent, your at- 
tention is focused on the decompensation, you 
lose sight of the cause of the decompensation 
and because of the atypical apathetic type of 
hyperthyroidism, you fail to make the diag- 
nosis. Let me urge, therefore, if you have a 
patient with the chronic type of decompensa- 
tion who does not die and yet who does not 
completely regain his compensation, that you 
be suspicious that the underlying factor pro- 
ducing the decompensation is an apathetic type 
of hyperthyroidism. If you have a patient with 
unexplained weight loss, with unexplained 
moderately increased basal rate, with an un- 
explained myasthenia, be suspicious of apa- 
thetic hyperthyroidism. 

Be cautious surgically with the patient with 
apathetic hyperthyroidism. They are the ones 
who appear to be such a good risk that one 
will be tempted to do the entire subtotal thy- 
roidectomy in one stage. If you had seen this 
little girl after operation you would have had 
your hair raised, as Dr. Young expressed it. 
They feared she would die. She was wildly 
delirious, she thrashed about in bed, she had 
an uncountable pulse. But if you have an apa- 
thetic hyperthyroidism in a bad postoperative 
reaction, the patient will go back to bed calm- 
ly, will lie quietly, will sink into sleep or stupor, 
and finally she will calmly die. So you must 
do the thing beforehand that will make you 
safe. When you operate upon elderly patient 
with apathetic hyperthyroidism do a two stage 
operation, doing a right subtotal hemithyroid- 
ectomy, and then have her return in six weeks 
after she has improved a good deal, to have 
the other side done. 

What can you do in the thyroid crises which 
sometimes occur and what makes patients die 
of hyperthyroidism? These patients in thyroid 
crises die, I am sure, liver deaths. We talk of 
toxic hyperthyroidism, but hyperthyroidism 
does not produce a toxin. It increases the rate 


of combustion. Some unexplained stimulus 


makes the thyroid gland manufacture thy- 
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roxine more rapidly than the normal rate. Hy- 
perthyroidism is produced by some stimulative 
factor which makes the thyroid gland increase 
the velocity of manufacture of thyroxine. Thy- 
roxine stimulates metabolism; metabolism 
stimulates combustion; and they particularly 
burn up the protective elements in the liver. 
We do not know how many liver functions 
there are, but we can name two that we can 
demonstrate. There is the glycogenic function 
demonstrated by the hippuric acid excretion 
test. We know that the normal excretion of 
hippuric acid is 3 gm. after the ingestion of 1.6 
gms. of sodium benzoate by mouth; in a group 
of patients with severe hyperthyroidism the 
hippuric acid excretion has been reduced to 1.8 
gm. We know that. following the relief of hy- 
perthyroidism, as the metabolism goes no nor- 
mal, so the liver glycogenic function in terms 
of hippuric acid excretion returns to normal. 
We know that serum proteins in relation to the 
proteogenic function of the liver are depressed 
in hyperthyroidism, and as we operate on these 
patients and their basal metabolic rate returns 
to normal, the serum proteins go back to normal. 

What has all this to do with this little girl’s 
crisis? When patients with unoperated hyper- 
thyroidism die, they die with high tempera- 
tures of over 105° F., they often die with 
jaundice, they die in delirium and with diar- 
rhea and vomiting. What are they relieved by? 
They are relieved by the things that improve 
liver function—blood, glucose, oxygen, fluids. 
In this state we give them something to burn 
so that they will not burn the glycogen in the 


liver. Dr. Elmer C. Bartels, in the medical 


department of our clinic, has done a fine piece 


of work in connection with this problem. He 
has demonstrated that if you give these pa- 
tients with severe hyperthyroidism 1,000 c. c. 
of 10 per cent glucose immediately before 
you operate upon them they do better than if 
you wait and give it afterwards. Give a very 
sick child, like 1,000 c. c. twice 
a day before operation and then give another 
1,000 c. c. just before operation, and while his 


this one, 


metabolism is being stimulated by operation, 
he will have something besides himself to burn. 
As to postoperative treatment, do not give 


fluids and glucose—for example, this morning, 
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this noon, tonight and at midnight, but give it 
all the time. Put in an indwelling needle in 
the patient’s vein and give fluids and glucose 
to the patient all the time, day and night, until 
he is out of the crisis. Give at least 60 drops 
of glucose solution per minute by means of 
the glass bell visible dropper, giving at least 
500 gm. of glucose in the twenty-four hours. 
In addition, give him 50 per cent glucose at 
intervals until he gets up to 500 gm. of glu- 
cose in the twenty-four hours. You can drown 
a patient with glucose and saline if he does 
not have hyperthyroidism, but you almost can- 
not drown patients with hyperthyroidism with 
intravenous fluids because they burn up the 
glucose and fluids so quickly. So fill them up 
with fluids, give them glucose and iodine in- 
travenously. Do 


not try to give iodine by 


mouth or stomach tube by sodium 


iodide. Put in the intravenous glucose solution 


giving 


30-50 minims of Lugol’s solution and the patient 
will be sure to get it and its effect promptly. 

The best way to treat crises, of course, is to 
avoid them. The way to do that is to prepare 
the patient and then do only limited operative 
procedures at one time. 

I have been asked if there is any value in 

the ligation of the thyroid poles before opera- 
tion. We have reviewed the charts of 113 pa- 
tients who had had preliminary thyroid pole 
ligation. ‘Two-thirds of them showed a post- 
operative gain in weight and drop in the meta- 
bolic rate and pulse rate. If you can be sure 
that in two-thirds of these patients who are so 
ill that a fatality is expected as a possibility 
you can get a drop in the pulse rate and a drop 
in the metabolic rate and a gain in weight, it 
is a worth while preliminary operation. 
_ We still have patients sent to us who have 
almost completely burned themselves up, who 
have lost 100 pounds, who have dropped down 
from 175 to 75 pounds or from 165 to 65 
pounds. You cannot do one stage thyroid- 
ectomies on such patients safely without pre- 
liminary pole ligations. 

There is another problem I should like to 
mention. ‘What can you do with the patient 
severely toxic who has been already saturated 
with iodine when she comes to you? Do you 
send that patient home, take her off iodine and 
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keep her off iodine and then have her come 
back? No. That patient has become iodine- 


fast. If you have a patient who has become 
iodine-fast and send her home off iodine, she 
may well be so toxic that she will go into a 
more severe grade of thyroid intoxication, and 
when she comes back for surgery, she will still 
not be sensitive to iodine, you will not gain 
the improvement and you will have a worse 
situation to deal with. For that reason, in the 
iodine-fast patient we prefer to do something 
positive toward limiting the thyroid toxicity. 
We, therefore, do limited operative procedures 
in such cases, either preliminary pole ligations 
or preliminary hemithyroidectomy, thus utiliz- 
ing stage procedures instead of sending them 
home to try to get them again sensitive to 
iodine. 

| have repeatedly said that when you have 
a patient with exophthalmic goiter you should 
make up your mind whether that patient is 
going to be operated upon, If you or the pa- 
tient decide that she is not to be operated upon, 
give her all the iodine you want, because it 
does not matter if she becomes iodine-fast. But 
if you are going to operate upon her, do not 
give her iodine; send that patient to the sur- 
geon, and he can give the iodine and observe 
the drop in pulse rate, the drop in metabolism 
and the gain in weight and select the best time 
for operating. 

The other problem of iodine is this. If you 
live in a region where there is less than one 
part of iodine to the billion of water, you will 
You 


must remember that the disadvantages of iodine 


be in a region where goiter is endemic. 


deficiency are not only human but are animal. 
The Bureau of Animal Husbandry has shown 
that in regions where iodine is lacking, pigs 
are often born without hair, calves are not 
strong, and colts tend to become knock-kneed. 

There are some very interesting statistical 
figures in relation to iodine reported by Dr. 
Eggenberger of 


Herisau, Ten 


the incidence of goiter in Herisau 


Switzerland. 
years ago 
was 79 per cent. The government then ruled 
that all cooking and table salt be iodinized. 
At the end of ten years the incidence of goiter 
had dropped to 9 per cent. But that is not the 
most interesting result. Recruits had increased 
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in height 11% inches. There was a decrease in 
spina bifida, hare-lip and cleft palate. In regions 
where iodine is deficient there is more hare-lip, 
more cleft palate, more spina bifida and closure 
defects just as there are physical defects in 
the animals due to lack of metabolic stimula- 
tion. 

What makes the cretins low in stature and 
mentally backward? Lack of metabolic stimu- 
lation. So we have to think, in children, of the 
disadvantages of myxedema and the necessity 
of thyroid-feeding and of making the diag- 
nosis early in order that these children may 
not suffer permanent bone changes and perma- 
nent late closure defects due to lack of meta- 
bolic stimulation in addition to permanent lack 
of cerebral development. 

I can demonstrate to you I think pretty well 
that hyperthyroidism is increased velocity of 
the manufacture of thyroxine. For instance, | 
am sure you are all familiar with our studies 
on blood iodine. We know that the iodine in 
the blood probably represents the iodine frac- 
tion of thyroxine. We know that thyroxine is 
65 per cent iodine. We know that if you sepa- 
rate the iodine fraction out of thyroxine it 
will no longer elevate metabolism. If thyroxine 
elevates metabolism and if 65 per cent of thy- 
roxine is iodine, if you have an elevated meta- 
bolism should elevated blood 
iodine, and you do except under certain con- 
ditions. 


you have an 


In a series of patients who had an average 
basal metabolism of + 43 there was an average 
blood iodine of 22.8, the normal in our region 
being 10 micrograms per cent. If you operate 
upon these patients and bring their basal meta- 
bolism to normal, their blood iodine will come 
to normal. This is the typical state which 
occurs in patients with hyperthyroidism, but 
the typical state occurs in only 70 per cent of 
the cases. It is an interesting fact that in 30 
per cent of the cases in which the average basal 
metabolism is +45, the blood iodine is not 
elevated but is normal or below normal. If 
you operate upon these patients, at the end of 
six months the metabolism will come to normal 
but the blood iodine will go above normal and 
it takes it nine months to return to normal. 


his, I think, is an interesting demonstration 
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of how the thyroid must increase its velocity 
of manufacture of thyroxine. If you have a 
high metabolism and a low blood iodine, and 
blood iodine represents the iodine fraction of 
thyroxine, then the only way additional thy- 
roxine can be made is by using the low amount 
blood 


rapidly, that is, increased velocity of manu- 


of iodine in the over and over more 
facture of thyroxine. 

We know that it is the patients who have had 
hyperthyroidism for a long time who tend to 
be in this 30 per cent atypical group who have 
elevation in metabolism but a low blood iodine. 
The explanation of this is similar, we believe, 
to the explanation of hyperparathyroidism. In 
hyperparathyroidism demineralization or de- 
calcification of the bones occurs due to the ex- 
cessive production of parathormone from an 
adenoma of the parathyroid gland, and so we 
must have with this disease a high blood cal- 
cium. With high blood calcium goes a high 
have a constant 


uninary output. So if we 


relative intake of calcium and a high urinary 
output, there is established a negative calcium 
balance which, if it goes on long enough, will 
deplete the calcium as it extracts it principally 
from the bone. 

The same situation occurs with hyperthy- 
roidism, particularly in those patients who have 
had the hyperthyroidism for a long time. Early 
in hyperthyroidism there is a high blood iodine. 
The intake of iodine is relatively at the same 
level. With a high blood iodine there is a high 


urinary output, and as the high urinary output 
produces a negative iodine balance, eventually 


there is a depletion of the reserve of iodine 
until we have a low blood iodine, particularly 
in those patients who have had hyperthyroidism 
for a long time. It is in these cases, therefore, 
that an elevated metabolism we believe can 
be brought about if it be due to thyroxine sole- 
ly by an increased velocity of manufacture of 
thyroxine by utilizing the limited amount of 
iodine over and over more quickly. 

We have always known, long before we had 
done our laboratory researches on blood iodine, 
that there were three clinical factors associated 
with patients who were possible candidates 
for fatalities if operated upon for hyperthy- 
roidism. These were age, 


weight loss and 
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particularly the length of time they have had 
the disease. Those patients who had had the 
disease a year or more, we have always known, 
have been those who were in the dangerous 
group. It is probably due, therefore, to the 
fact that there is an increased velocity of manu- 
facture of thyroxine and thus it is possible 
for these patients to produce a greater amount 
of thyroxine during their postoperative re- 
actions and thus thyroid crises. In the course 
of this laboratory investigation two things have 
been demonstrated which are of real value as 
relates to the clinical problem of surgery of 
hyperthyroidism. One is that in the patient 
with a high metabolism and a low blood iodine, 
the risk is greater, and we have also learned 
one other thing and that is that the percentage 
of recurrent hyperthyroidism is much greater 
in the patients who have low blood iodine and 
high metabolism and that in these patients more 
radical removals of thyroid must be done. In 
those patients representing the 70 per cent 
group who have a high blood iodine and a high 
metabolism, the incidence of recurrent hyper- 
thyroidism is only one-half of 1 per cent, while 
in those atypical groups representing the 30 
per cent of all patients, who have a high meta- 
bolic rate but a low blood iodine, there has 
been an incidence of 22 per cent of recurrent 
hyperthyroidism before we which 
group to do very radical removals. This labora- 


knew in 


tory measure, therefore, is of value as relates 
to these two points. 

I urge that we all realize that one of the 
things which kill patients with exophthalmic 
goiter, in surgery, is anoxemia. If you get a 
patient on the operating table who is very toxic 
and who has _ breathing 


difficulties, mucus, 


laryngeal spasms, tracheal obstructions, if this 


goes on for a considerable period of time, that 
may be a very prominent mortality factor in 
patients with hyperthyroidism, and it does 
not need to be. It does not need to be because 
you can overcome it mechanically. I never 
operate on a patient for exophthalmic goiter 
without introducing an intratracheal catheter. 
That eliminates the danger of anoxemia. With 
that in place, you cannot have tracheal collapse 
and cannot have laryngeal spasm. That is a 
mechanical method for eliminating one of the 
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factors, anoxemia, that tends to produce fatali- 
ties. 

We have all been pleased with cyclopropane. 
There is a grave danger, however, with this 
anesthetic, particularly in patients with hyper- 
thyroidism, of death from ventricular fibrilla- 
tion. Cyclopropane is an ideal anesthetic for 
patients with toxic goiter aside from its ex- 
plosive danger. It is ideal for thyroid opera- 
tions because of the high percentage of oxygen 
used with it (85 per cent). But there is the 
danger particularly with this anesthetic, of a 
sudden table fatality from ventricular fibrilla- 
tion in the toxic-goiter patient with a heart 
lesion. We have had two such deaths. There 
is no question in our minds after having given 
cyclopropane anesthesia in several thousand of 
these goiter patients that hyperthyroidism, and 
especially hyperthyroidism with cardiac damage, 
particularly sensitizes these hearts to cyclopro 
pane and raises always the very serious possi- 
bility of a death from a ventricular fibrillation. 

If cyclopropane, therefore, is given in toxic 
thyroid patients, one should be very careful 
that they are not carried to depths, because in 
depths of anesthesia cardiac irregularities and 
ventricular fibrillation are more apt to occur. 
It is particularly desirable in the patients with 
hyperthyroidism and particularly those who 
have hyperthyroidism and cardiac damage, if 
cyclopropane be given, that it be well diluted 
with nitrous oxide, ethylene or even with ether, 
and may I again urge, whether patients have 
hyperthyroidism or cardiac damage, that it is 
never wise to carry patients with this anes- 
thetic into depths of anesthesia. 

Another warning as relates to the surgical 
management of hyperthyroidism and anoxemia 
is that of tracheotomy. Many times following 
operation, patients go back to bed, have dif- 
ficulty in breathing and become a little cyanotic. 
Do not hesitate to do a tracheotomy on any 
patient with hyperthyroidism if they are not 
getting enough oxygen. Never let dusky pa- 
tients who have been operated upon for hyper- 
thyroidism go through the night inadequately 
supplied with oxygen. As a result of this they 
will be semi-drowsy and semi-comatose in the 
morning. You will then do a_ tracheotomy 
when it is too late and will lose the patient. 
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Never finish a thyroid operation, if you 
would follow our warnings as a result of our 
own experience, without taking all of the thy- 
roid isthmus off and exposing the trachea. If 
the trachea is exposed, you will take off an 
adequate amount of thyroid tissue, and if it is 
not, it will be difficult for you to get an ade- 
quate amount off, but even more important 
than that, if the patient does require a trache- 
otomy, the trachea will be where it can be done 
easily. If you have to do an emergency trache- 
otomy, it is no time to be controlling the bleed- 
We, 


therefore, feel that in every thyroid operation, 


ing from the isthmus of the thyroid. 


both from the point of view of removing an 
adequate amount of thyroid tissue and the ease 
with which a tracheotomy can be done if it 
becomes necessary, the isthmus should be re 
moved and the trachea completely bared. 

As relates to doing tracheotomy, the easiest 
place to do a tracheotomy is at the junction of 
the cricoid cartilage and trachea. This is where 
the trachea is most easily approached, but it 
is also the point where the trachea is narrowest, 
and if a tracheotomy is done here, there is 
often stricturing and narrowing afterwards 
that makes closure of the tracheotomy opening 
difficult. Do tracheotomy wounds well below 
the where the 
trachea is wide, and there will then be no dif- 


isthmus and at a low level 
ficulty in spontaneous closure. 
One of the most dangerous thyroid states 
is that of the discrete adenoma of the thyroid. 
Practically all carcinomas of the thyroid arise 
in a discrete adenoma, Discrete adenomas are 
often small, they are often not unsightly, they 
often do not cause pressure and for that reason 
many patients with small, discrete adenomas 
are told that they do not need to worry about 
them. 


One in the discrete 


adenomas which we remove shows signs of 


every sixteen of 
malignancy whether or not we think they are 
malignant before the patients operated 
upon. There are certain things that one can 


are 


say regarding malignant degeneration in dis- 
crete adenomas of the thyroid. In general, it 
can be said that as long as the carcinoma is 
within the capsule of the adenoma, there will 
not be lymphatic metastasis. There may be 
blood borne metastases but these do not occur 



































feel that 
since practically all cancers of the thyroid arise 


in large numbers. We, therefore, 
in a discrete adenoma, since one in every six- 
teen is malignant when it is removed, they 
should all be taken out. We used to think that 
you could depend upon youth as a protection 
against malignant degeneration. We have seen 
carcinoma of the thyroid in a girl of nine. We 
used to think that the size of the thyroid was 
of value in protecting against malignant de- 
generation. We now know that no matter how 
small the adenoma is, it can be malignant. We 
have seen an adenocarcinoma in an adenoma 
of the thyroid the size of my little fingernail. 
We therefore believe that every adenoma of 
the thyroid should be removed. These can be 
removed practically without mortality, and 
this is the ideal way to approach malignancy, 
in its precancerous stage. 

We used to think, and almost everyone did, 
that carcinoma of the thyroid was quite hope- 
less. In addition to that, everyone used to treat 
carcinoma of the thyroid by attempting radi- 
cal removal of the entire thyroid. We now 
combine surgery and radiation, and by means 
of this we have accomplished excellent results. 
There are three grades of thyroid malignancy. 
Grade 1 is made up of papillary cystadenomas, 


malignant. In a series of cases followed, 62 
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per cent of the patients with malignant papil- 
lary cystadenomas, after radical removal and 
intensive X-ray treatment, are alive and well 
without recurrence over five years. Grade 2 
is made up of papillary adenocarcinomas and 
alveolar adenocarcinomas. In a series of these 
followed over a period of five years, 80 per 
cent of the patients with papillary adenocarci- 
noma and 27 per cent of those with alveolar 
adenocarcinomas are alive and well. Grade 3 
is made up of the small round cell carcinomas 
and the giant cell carcinomas. Of a series of 
these patients followed over five years, 22 per 
cent of those with small cell carcinoma and 17 
per cent of those with giant cell carcinoma are 
It 
cancer of the thyroid is best treated by removal 


alive and well. is therefore evident that 
of the adenomas in which most cancers of the 
thyroid arise, before they become malignant, 
but after carcinoma has arisen, it is by no means 
a hopeless group of cases. 

I have tried in this talk to present to you 
deduction from a large personal experience 
which might be of value not only to those of 
you who operate upon patients with thyroid 
disease but to those of you who do not, but 
see them in your general practice and must 
make the first-hand decision concerning their 
diagnosis and surgical or non-surgical manage- 
ment. 
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Low Back Pain and Sciatica Caused by Faulty 


Mechanics at the Lumbosacral Area 


Dr. G. R. DAwson 
CHARLEsTon, S. C. 


Introduction 

For ten long weeks, flat on my back, I read 
everything the librarian could bring me on 
Low Back Pain and Sciatica while recuperat- 
ing from a spinal fusion to cure my own case. 
You will be spared 100% of the details of my 
S94 of the 


back pain and sciatica, while easy to diagnose, 


own case and literature. Low 
is often difficult to explain and frequently im 
pessible to cure by conservative measures. In 
trying to make a complicated subject simple 
and short, and to spend most of our time on 
the hed rock fundamentals, we must of neces- 
sity leave out some causes and features of low 
back and sciatic pain we would like to talk 
about. 

The vast majority of cases of low back and 
sciatic pain are due to orthopedic conditions. 
The majority of cases of low back and sciatic 
pain are due to faulty mechanics at the limbo 
sacral area. Why? 

Man was made to walk on all fours. When 
he assumed the upright position the lumbo- 
sacral joint became one of the most vulnerable 
areas to strain. This is where a flexible rod, 
the segmented spine, supporting considerable 
portion of the body weight, joins a very stable 
base, the sacrum and pelvis. Under the best 
mechanical conditions this is the most vulner- 
able area of the spine and subjected to the 
greatest strain. But unfortunately 80% of us 
have lumbo-sacral anomalies or poor mechanics 
at the lumbo-sacral area. Lumbo-sacral anoma- 
lies produce symptoms only through faulty 
mechanics. Faulty support, or faulty relation- 
ship, produces abnormal stresses or pressures. 
Whether an anomaly is of faulty support or 
faulty relationship its mechanical weakness 
can be compensated by ligaments and muscles. 
As long as these soft tissues have sufficient 
strength and tend to meet the conditions with- 





Read before South Carolina Medical Association, 
April, 1941. 


out fatigue—no symptoms are present and the 
patient is compensated. 

The following two slides are the most glar 
ing examples of faulty support and faulty re 
lationship I could think of to drive home this 
point. (Showing slides ) 

The first slide shows congenital absence of 
the sacrum. This faulty support must have 
produced unusual stresses—yet no symptoms 
were present. The second slide of a scoliosis 
case have nearly a 90° curve shows an unusual 
degree of faulty relationship—yet this patient 
These patients were 
still had 
tone and power to meet the unusual stresses 


too was asymptomatic. 


young—their soft tissues sufficient 
thrown upon them. As these two patients recede 
from their muscle prime they will undoubtedly 
have symptoms. 

Muscles and ligaments that are thus oc 
cupied in supporting or protecting the lumbo- 
sacral area have less than normal capacity for 
meeting extraneous loads or stresses, as a 
certain portion of their capacity is already in 
liable to 


strain than normal, i. e., their capacity to meet 


use. Hence, these tissues are more 
stresses is more likely to be exceeded in 
which event the patient is decompensated and 
must be relieved by rest in order that those 
injured tissues may recover and regain a state 
of compensation. 


Pathogenesis of Decompensation 

Decompensation occurs in several ways. 

(1) An excessive or extraneous load may 
directly produce a strain. 

(2) As we grow older our muscles lose tone 
and power, so that those of us who are well 
compensated at twenty may at forty have our 
muscle power exceeded by loads easily cared 
for at twenty. Thus decompensation is more 
frequent later in life. 


? 


(3) A person’s routine may change from 


an active to a sedentary life. Muscles, which 
were of good power in an active life, become 
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poorer in time in sedentary life and are not 
able to meet even moderate stresses—and de- 
compensation occurs on a trivial injury. Most 
women lead a fairly active life up to the time 
of marriage, but are usually sedentary after. 
This is the reason backache of lumbo-sacral 
region is common in women, while laborers 
who do heavy work with muscles of good tone 
escape it. 

(4) Muscles able to stand a large load where 
prepared for it may give little resistance if 
caught unprepared. The individual with lumbo- 
sacral anomalies may do heavy work with 
ease—yet develop an acute sprain with a sud- 
den twist or turn for which the protective 
muscles are not prepared. 

(5) Muscles used constantly for protection 
become fatigued. Fatigued muscles may ache. 
Thus this is a mild form of decompensation 
without acute strain, but with low back fatigue. 
Some patients not having known anything else 
often do not realize that they are fatigued. 
These individuals may lead a sedentary life 
mainly because they do not feel equal to any- 
thing else. 

Let us take three patients who are examples 
of the different ways of decompensation. 

(1) An All American football player had 
advanced spondylolisthesis. During his days 
of athletics his muscles and ligaments were of 
such tone and power he had no trouble with 
his back. Later he became a bond salesman, 
led a sedentary life and, of course, his muscles 
and ligaments gradually lost their tone and 
power. In his very early thirties a slight jolt 
in a taxicab produced an acute strain. 

(2) A man in his middle thirties worked 
steadily as a laborer until he was laid off for 
three weeks. On returning to work he suffered 
a lumbo-sacral strain. During his lay-off period 
his muscles and ligaments had lost tone and 
power so that they were no longer able to meet 
stresses with ease as previously. This type of 
case is frequently seen in these days of inter- 
rupted employment. 

(3) A robust man could carry a 100 pound 
pack all day on a hunting trip with ease but 
he would suffer frequent lumbo-sacral strains 
if he did not avoid sudden twists and turns. 
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These are apt to catch his protected muscles 
unprepared and thus produce a strain. 


Unstable Mechanics 


The main unstable mechanical arrangements 
at the lumbo-sacral area will be taken up now. 
They are all very common—80% of us have 
one or more of these conditions. 


Facets 


Sound mechanics, or stability at the lumbo- 
sacral area depends largely on the lumbo-sacral 
The 


rangement is present when the facets are in- 


arch articulations. best mechanical ar- 


ternal—external, i. e., in the sagital plane. 

Here a fair range of motion is allowed in 
flexion and extension, but very little in rota- 
tion. This is clearly seen in both the diagram 
and in the slide of the X-ray in the antero- 
posterior view. To find a person suffering from 
low back pain or sciatica who possesses in- 
ternal-external lumbo-sacral facets is so rare 
as to cause considerable comment. I have never 
seen such a case. 

There may be many variations in the facets 
which may be pitched in various planes from 
the sagital to the coronal. They may be ir- 
regular, defective, or rudimentary. When the 
facets are in the coronal plane, called antero- 
posterior facets, an undue amount of motion 
is allowed and posterior displacement of the 
5th lumbar vertebra is often present. 

The worst mechanical arrangement is seen 
when one facet is anteroposterior and the other 
is internal-external (Figure 1). With this 
mechanism every motion puts undue strain on 
one or other of the facets since they do not 
operate in the same plane. Practically every 
individual with grossly asymmetrical facets 
has symptoms referable to the low back area. 
Such facets are especially liable to strain on 
twisting movements and the condition is dif- 
ficult to combat except by surgery, due to the 
difficulty of preventing rotary movements. 


Transitional Lumbo Sacral Vertebra 


A transitional lumbo-sacral 


anomaly, 


vertebra is a 


common occurring in 5% of all 


spines??, It was present in 10.8% of patients 
entering the New York Orthopedic Dispensary 
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and Hospital for low back and sciatic pain. 

It may be present on one or both sides. It 
varies from a slight enlargement of the trans- 
verse process of the 5th lumbar vertebra as 
we see here on one side of this spine to a 
pseudo-arthrosis as we see on the other side 
of this spine. There may be a complete fusion 
to the sacral wing. You can see (demonstra- 
tion with spine and Figure 3) that the impinge- 
ment of the transverse process here on the 
sacrum provides a fulcrum for the spinal 
column and acts as a lever of the second class 
when the spine is bent to that side, giving un- 
usual leverage to pry open and tear the opposite 
lumbo-sacral ligaments. 

Here in the transitional lumbo-sacral vertebra 
we see nature starting her gradual fusion of 
the last lumbar vertebra to the sacrum. 


Spondylolisthesis 


Spondylolisthesis means “gliding of a verte- 
bra.” It usually occurs at the 5th lumbar ver- 
tebra. The body of the 5th lumbar vertebra and 
the entire spine above it slip forward in front 
of the body of the sacrum (Figure 3). 

The spine, laminae and inferior facets are 
left behind aritculating with the sacrum in the 
usual manner. Spondylolisthesis is due to at 
failure of union in the laminae between the in- 
ferior facet and the pedicle. It is not to be con- 
fused with a fracture or a dislocation which it 
so often is. In spondylolisthesis the congenital 
defect is present at a site where a fracture has 
not yet been proved to occur. 

The lumbar vertebral body becomes narrower 
and the sacrum broader in the anteroposterior 
plane due to developmental strains. Normally 
the body of the 5th lumbar vertebra is broader 
than the first sacral body. In spondylolisthesis 
the first sacrum body is broader than the fifth 
lumbar vertebra. This indicates the condition 
has been present a long time. Spondylolisthesis 
is far more common than is realized and it is 
missed very frequently. I have seen two new 
cases in a single day. I know two Orthopedists 
with spondylolisthesis. Four per cent of general 
autopsy cases have spondylolisthesis?%. Eight 
sases of spondylolisthesis were found in ex- 
amining 150 husky applicants by the Champlain 
Refining Company. 
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In the surgical cure the spinal fusion must 
be extended from the sacrum to the 4th lumbar 
vertebra for the obvious mechanical reason of 
the posterior element of the 5th lumbar verte- 
bra not having a bony connection to the re- 
mainder of the vertebra. 

‘ailure of operative fusion is more common 
in this condition than in any other lumbo-sacral 
anomalies and a special effort should be made 
to do as perfect a technical operation as is pos- 
sible and a large amount of small bone chips 
of cancellous bone should be used as can be 
utilized. 


Posterior Displacement of L5 


Posterior displacement of the fifth lumbar 
vertebra was recognized as a developmental 
anomalie by Ferguson at the New York Ortho- 
pedic Dispensary and Hospital in 1924. It 
is one of the most common of the significant 
lumbo-sacral anomalies and is very commonly 
associated with symptoms, (Figure 4). 

In posterior displacements the arch articula- 
tions are usually of the anteroposterior type 
and increased motion is present at the lumbo- 
sacral joints. The lumbo-sacral angle is usually 
less than normal. The body of the 5th lumbar 
vertebra is wider than the normal due to de- 
velopmental stresses. 

The 5th lumbar nerve foraminae are quite 
a bit smaller than the other lumbar foraminae, 
yet through them pass the largest of the lumbar 
nerves. In posterior displacement this small 
space may be encroached upon and even direct 
nerve pressure may result between the posterior 
lip of the 5th lumbar vertebra and the sacral 
facets. Nerve pressure 


by a ruptured inter- 


vertebral disc or hypertrophial ligamentum 
flavum is easier of accomplishment here than 


in any other space. 
Unstable Lumbo Sacral Angle 


"he axis of weight bearing of the body 
passes antrior to the lumbo-sacral junction. 
Thus normally there is a constant shearing 
strain present. 


The lumbo-sacral angle may be mechanically 
unstable in either one or both of two ways. 
These are illustrated on the slide (Figure 6). 

(1) The center of gravity of the trunk, as 
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represented by a vertical line through the 
center of the 3rd lumbar vertebra, may pass 
far anterior to the sacrum. Normally the front 
of the sacrum should be within 1/4 inch of 
this line®. If more than one inch, a large por- 
tion of weight is not supported by bone but 
by muscles and ligaments which are very liable 
to strain. 
(2) The 


present is proportional to the obliquity of the 


constant shearing force always 


superior surface of the first sacral vertebra. 


If the plane of the articular surface of the 
from 


first sacral is too far the horizontal, 
shearing stresses are present which make the 
*T* 

rhe 


if the angle 


muscles and ligaments liable to strain. 
average lumbosacral angle is 42° 
is over 55° the stresses are severe®. Ferguson 
has calculated the relation of the lumbo-sacral 
angle to the forward component of the weight 
At 40° about 40% of the 
60%, 


thrust as follows: 
weight thrust is forward, 50° 55° 


75%, 80°—90%. 
Symptoms and Signs 


The patient has a feeling of fatigue in the 
On 
the other hand, there may be acute pain in in- 


low back area which may lead to aching. 


termittant attacks, increasing in frequency and 
About 
one-half the cases report a history of injury 


in duration of the individual attacks. 


associated with onset of pain. The pain is af- 
fected by motion, exertion, or position—it is 
relieved by rest. It may be associated with a 
particular motion, may be local in the lumbo- 
the buttocks, 
hips, thighs, calves, sciatic nerve or coccyx. 


sacral area or may radiate to 
There may be paresthesias such as numbness, 
tingling, or sensation of heat or cold in the 
areas of radiation. The radiations may be uni- 
lateral or bilateral to either side regardless of 
the type or side on which the anomaly is located. 
‘7% ‘ 
lhere 


the lumbo-sacral 


area, the spine being held stiff with motion 


may be spasm in 
limited. ‘Tenderness may be present over the 
lumbo-sacral or sacrum iliac areas. Frequent- 
ly, there is pain on passive motion or rotation, 
flexion, extension or side bending of the lum- 
har spine and on flexion of the hip with the 
knee extended. 

Most individuals have their first symptoms 
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between the ages of 25 and 35 and these most 
often present themselves at the clinic in the 
early thirties. 


Diagnosis 


Diagnosis rests on the following: 

(1) X-ray demonstration of an anomaly 
capable of causing symptoms. 

(2) Pain or fatigue aggravated by exertion, 
especially some particular motion, and relieved 
by rest. 

(3) Ruling out other causes G. Y. N., G. L., 
G. U. 


majority of cases of low back pain and sciatica 


or skeletal disease or injury. The vast 


are due to orthopedic conditions. 
Differential Diagnosis 


The 


joints allow but a few degrees of rotary and 


Sacro-iliac strain is rare. sacro-iliac 
sliding motion and have the strongest liga- 
mentous support of any joints in the body. 
It is hard to conceive of low back pain being 
the 


subluxations at this joint. Such a conception 


result of liagmentous strains or minute 
is especially difficult to carry when we see 
T. B., chronic arthritis, and gross subluxations 
of a sacro-iliac joint following severe injuries 
unassociated with much pain. The reason the 
conception of the etiology of the low back pain 
and sciatica is due to sacro-iliac subluxation 
and that it has held sway since 1905, when 
brought out by Goldthwait and Osgood, is 
that the non-operative treatment is of equal 
value for The 


diagnostic tests aimed at eliciting symptoms in 


lumbo-sacral strain. various 


sacro-iliac sprain are almost as effective in 
producing symptoms in lumbo-sacral sprain. 
Thus, the misconception has been long lived. 

In the operative fusion of the sacro-iliac 
joints, the posterior attachments of the gluteus 
maximus and deep fascia are widely stripped 
from the iliac crest and this gives relief from 
pain. Thus, Heyman observed the sacro-iliac 
fusion to cure patients immediately'®. This was 


too quick for operation on the sacro-iliac joint 
to be effective. Now he has found that simple 
posterior stripping of the structures about the 
iliac crest will sometimes give a complete cure 
of sciatica. Bed rest, immobilization and other 
measures which are used in treating so-called 











sacro-iliac sprain have proved beneficial in 
treating the 
fallacy of sacro-iliac strain has not been ex- 


posed as quickly as it might have been. 


lumbo-sacral sprains. Hence, 


Pressure on the Nerve Root 


Ruptured intervertebral disc may give the 
same syndrome. It is a very interesting subject. 
1 would like to talk at length on it but it is 
deserving of a paper in itself. It occurs in two 
to three per cent of back and sciatic cases?. 
In any case of persistant sciatica it should be 
ruled out. I would like to sound a warning 
note about lipiodol injection in the spinal canal. 
I have seen four cases of radiculitis following 
lipiodol injection for diagnosis purposes and 
will never forget them. I think lipiodol should 
only be used just before operation and at the 
operation should be washed out of the spinal 
canal. In other words, | think you should be 
able to diagnose the lesion without lipiodol but, 
if lipiodol is used, it should be removed the 
same day. 

Primary myofascitis, arthritis, fractures and 
tumors or other othopedic conditions to be 


ruled out. 


Prophylaxis 


After a clear conception of compensation 
and decompensation of the supporting struc- 
tures just outlined, the prophylaxis is logical, 
i. e., to build up muscle tone and power to 
meet the stresses that the bony mechanism is 
The 


posture in the majority of patients is not sur- 


inadequate to meet. stresses or erect 
prising as our spines are developed for the 
horizontal posture and have not yet become 
well adapted to the vertical. The means of 
building up muscle tone and power is simple 
but the patient is not apt to spend the time or 
trouble to accomplish it. Therefore, the pa 
tient rocks along and has a series of decom- 
pensations unless relieved by surgery. It woul | 
the 
make X-ray studies of the lumbo-sacral areas 


be well worth while for industrialist to 
of applicants for heavy labor and rule out 
those which are almost sure to develop symp- 


back. 


spondylolisthesis were found in the examina- 


toms referable to the Eight cases of 
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tion of 150 applicants for employment by the 
Champlain Refining Company. 


Treatment 

Treatment—Non-Operative. 

(A) Mild Cases. 

(1) Exercises to improve body posture and 
strengthen the lumbar and abdominal muscles 
are of benefit. 

(2) Foot posture should be improved, sen 
sible shoes with low heels worn, equalization 
of leg length accomplished if indicated. 

(3) Heat and massage. 

(4) 


spring and mattress. 


Hard bed, i. e., a solid board between 
(5) Eliminate foci of infection. 
(6) 
(7) Vitamin B therapy. 


Rest. 


(B) Cases of Moderate Severity. 
In addition to above, a brace or belt may give 
considerable relief. 


(C) Severe cases. 

(1) Bed rest on a hard board. 

(2) Heat and massage certainly makes you 
feel better and is worth while. 

(3) Sarapin injections are worth a try. 


Sarapin has no action on motor nerves. It 
may be injected into the painful points or a 
paravertebral injection of the 5th lumbar or 
other nerve root may be done. The relief is 
usually not lasting. Novocain may be used as 
described above. 

(4) 
often cause harm and are not warranted. Gentle 
Often 


Manipulations—forceful manipulations 
manipulations may be done routinely. 
there is some temporary relief. 


Operative Treatment 

Tensor fascia fasciotomy, when the tensor 
fascia lata is contracted, gives from slight to 
marked relief in a fair number of cases and is 
often worth a try for it is a simple procedure. 
Do not expect relief in over half of the cases. 

The Heyman operation (stripping of the 
structures from the iliac crest) releases fascial 
tension and offers relief in a slightly greater 
percentage of cases than the simple tensor 
fascia fasciotomy. Just how these procedures 
often break the cycle of pain and give relief 
in sciatica and low back pain is worth a d's- 
cussion in itself. 
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Spinal Fusion 


Fusion of the lumbo-sacral spine is the treat- 
ment of choice when the attacks of back and 
sciatic pain occur so frequently and severely 
that it is worth the patient’s time to spend six 
weeks in bed after the fusion. 

Spinal fusion is done on the theory, now 


proven in hundreds of cases, that complete 


elimination of motion will cause cessation of 
inflammation existing in and around the articu- 
lations and intervertebral foraminae and _ re- 
lieve supporting muscles and ligaments of the 
strain they have been unable to bear. 

The first spinal fusion was done by Hibbs 
at the New York Orthopedic Dispensary and 
Hospital in 1914. By 1936 the operation had 
been done on 681 patients with only three 
deaths—a mortality of .4%. 

The patients are recumbent six weeks and 
wear a light spinal brace. We are experiment- 
ing with methods of internal fixation so that 


I be- 


lieve, if a careful spinal fusion is done and a 


the patients may be allowed up sooner. 


large quantity of small chips of cancellous 
bone is used, the patient could be allowed up 
soon after the operation with the same _ per- 
centage of success. 

In the Hibbs type of fusion the tissues are 
slowly and meticulously stripped subperiosteally 
from the spines of the 4th and 5th lumbar 
vertebra and sacrum. These spines are then 
removed and prepared as small bone chips by 
an assistant. The lumbo-sacral joint articula- 
tions are exposed and the cartilage removed 
by a curved osteotome and curette. A chip or 
chips of soft cancellous bone are packed into 
the joint spaces. The remaining spine and 
laminae of L-5 are fish scaled by a gouge. This 
makes curved chips which are interlaced over 
similar chips turned up from the sacrum. Extra 
bone is obtained from the sacrum, if it is thick, 
or from the iliac spines, or from the upper tibia 
and prepared as small bone chips. Sofe cancel- 
lous bone is greatly superior to hard cortical 
bone in effecting a rapid and firm fusion. Small 
chips are better than large because there is 
less motion between the chips and they are 
incorporated into the fusion as living bone 
faster. 


Results of Spinal Fusion 


La ra . . 
he percentage of cures, meaning patient 
relieved of pain and resumed original occupa- 
Setter selection of 


tion, is over 80%. cases 


should improve this percentage. 
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Conjunctival Plastic Operation In Cases of 
Hypotonia from Filtering Operations 


or Ocular Fistulae 


J. B. Workman, Jr., M. D. 
CoLtuMBIA, SouTH CAROLINA 


Among the discouraging features with 


filtering operations in glaucoma surgery is the 
fact that the 
diminished 


intra-ocular tension may be 


below normal. This is an unde- 
sirable feature as it invites such complications 


The 
“bleb” resulting from the Elliot trephining 


as cataract, and retinal detachment. 
and occasionally the iridencleisis is not infre- 
quently extremely thin and intra-ocular infec- 
tion may occur. It is at times so thin that it 
ruptures and aqueous humor constantly 
drains through the resulting fistula. Leaking 
wounds or a cystoid cicatrix may also follow 
cataract extraction and penetrating wounds 
near the limbus. They may also result from 
disease processes, namely, spontaneous per- 
foration of an ulcer. The presence of such a 
wound is easily diagnosed from the resulting 
low tension and by placing a drop of 2% 
fluorescein in the eye. The aqueous will dis- 


color and wash away the fluorescein at the 


wound site. 

While doing an Elliot trephining the sur- 
the conjunctival flap 
near the limbus. This is a bad complication and 


geon may button-hole 


becomes graver if the eye has previously been 


operated; when operative space becomes 


precious. 

above are 
the 
eye. A definite and successful way of manag- 


Such complications mentioned 
serious and may easily mean the loss of 


ing such cases is available and has been very 
helpful on several occasions to the author. 


The method was introduced by Dr. 


Wheeler* and consists of removing a crescent 


John 


of epithelium from the adjacent cornea. This 
is best done with a small sharp curette or the 
point of a cataract knife. The cornea should 
be well scarified and care must be taken not 
ryn 

lhe 
conjunctiva is raised by a subconjunctival in- 
jection of 2% 


to exert too much pressure on the eye. 


procaine hydrochloride. It is 
the and 
mined so as to slide easily. Black silk sutures 


then dissected from limbus under- 
are placed on either side near the limbus in the 


episcleral tissue and then through the con- 
junctiva on either side so as to draw it over the 
denuded area of the cornea. The conjunctiva 
will adhere firmly where the corneal epithelium 
has been removed, but not elsewhere, and the 
adhesion will remain permanently. The suture 
will pull out in five to seven days or it may be 
necessary to remove them. No chemical appli- 
cation is necessary on the denuded cornea to 
cause the conjunctiva to adhere. There may be 
a temporary rise of tension after the flap has 
been put in place. In nearly every case, how- 
ever, there will be an adjustment to normal 
tension range. The operation is a satisfactory 
procedure in raising intra-ocular pressure, 
closing an ocular fistula or removing a cystoid 
cicatrix. _ 

If it is thought advisable to remove some of 
the conjunctiva in the region of the bleb, care 
should be taken not to cut away too much as a 


ptosis may result. This conjunctiva should 
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possibly be saved for overlapping the denuded 
cornea. In the event a ptosis develops, tarsal 
resection or resection of the levator gives satis- 
factory correction for drooping of the lid. 
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Squibb Supplies Solution Sodium Ascorbate for 
Intravenous Administration of Vitamin C 
For patients who are severely ill or with abnormal 

requirements of vitamin C such connected 

with and with 
poor utilization or faulty absorption of this vitamin, 

E. R. Squibb & Sons, New York, now supply Solu- 

tion 

tion. Made from the sodium salt of pure synthetic 
ascorbic acid (vitamin C), Solution Sodium Ascor- 


as are 


surgical procedures, for patients 


Sodium Ascorbate for intravenous administra- 


bate contains per 1 cc. an amount equivalent to 100 
(2,000 U. S. P. XI 
vitamin C). It is supplied in 1l-cc. ampuls, packaged 


mg. of ascorbic acid units of 


in boxes of six and 25. 
The average dose of Solution Sodium Ascorbate 
(One 


is 1 ce., equivalent to 100 mg. ascorbic acid. 


CAROLINA MEDICAL ASSOCIATION 


clinician reports giving as high as 10,000 mg., 10 
grams, intravenously in a single dose to an adult.) 
The Squibb leaflet on this product gives suggested 
adult 
capillary fragility and surgical patients. 


dosages in infantile scurvy, severe scurvy, 





New Treatment of Diarrhea in Babies 


advent of Mead’s Pectin-Agar in 
Dextri-Maltose, there were two methods of treat- 
ing diarrhea in infants: (1) the “starvation” 
“rest” method, consisting of withholding food dur- 
ing the duration of the diarrhea, offering the baby 
water and carbohydrate. solutions. While this suc- 
ceeded in preventing extreme dehydration, the child 
received practically no food to maintain nutrition, 


Before the 


or 


so that, when long continued, his resistance 
greatly (2) the “Finkelstein 


based on the theory that some carbohydrates are 


was 
impaired. method,” 
especially likely to cause fermentation and prolong 
His method 
feedings in the form 


diarrhea. consisted of high protein 


of protein milk, sometimes with 
and 
in breast-fed 


added carbohydrate, continues to have many 


infants. One 
the successful modifications has been Casec (calcium 


advocates, especially of 


caseinate), which can be used for both breast fed 


and bottle-fed infants. 





Tha te bral, Tatler of leit fatrins 


STLVER PICRATE. 


Acomplete technique of treatment and literature will be sent upon request 


*Silver Picrate is a definite crystalline compound of silver and picric acid. 
It is available in the form of crystals and soluble trituration for the prepara- 
tion of solutions, suppositories, water-soluble jelly, and powder for vaginal 


insufflation. 


(DUE TO NEISSERIA GONORRHEAE) 


off 
ilver Picrate, 


Wyeth, has a convincing record of 
effectiveness as a local treatment for 
acute anterior urethritis caused by 
Neisseria gonorrheae.' An aqueous 
solution (0.5 percent) of silver pic- 
rate or water-soluble jelly (0.5 per- 
cent) are employed in the treatment. 


1. Knight, F., and Shelanski, 
H. A., ‘Treatment of Acute Ante- 
rior Urethritis with Silver Picrate,” 
Am. J. Syph., Gon. & Ven. Dis., 
23, 201 (March), 1939. 


JOHN WYETH & BROTHER, INCORPORATED, PHILADELPHIA 


OA 24" A" 2" “FV “a 





THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


THE JOURNAL 


OF THE 
South Carolina Medical Association 


Julian P. Price 


EDITOR 


Florence, S. C. 


EDITORIAL BOARD 


Charleston 
Columbia 
Greenwood 
Greenville 


James O’Hear 
W. F. Adcock 
C. H. Blake 

R. M. Pollitzer 


Cc. S. MeCants 
W. R. Mead 

Cc. F. R. Baker 
O. Z. Culler 


Winnsboro 
Florence 
Sumter 
Orangeburg 








Please send in promptly notice of change of address, giving both old and new; 
temporary or permanent. Original manuscripts, subject to approval by the 
desired for publication in the Journal. They should be typewritten, double spaced, on 8% x 11 


always state whether the change is 
Editor and the Editorial Board, are 
paper. References should 


be complete, and only such as relate directly to statements quoted in the paper. Illustrations will be used as funds permit, or 
as authors are willing to bear the necessary increase in cost. Short original articles are preferred to long reviews. 





Office of Publication: (In care of the Editor) 
Subscription Price 


Florence, S. C. 
$3.00 per Year 





SEPTEMBER, 1941 








THE 1942 MEETING 


At the meeting of the House of Delegates 
in Greenville an invitation was extended by 
the Columbia Medical Society to the State 
Medical 1942 annual 
session in Columbia, and this invitation was 


Association to hold the 


accepted. 

It has become evident, however, that hotel 
facilities in Columbia, due to the activities of 
Fort Jackson and the General Assembly, might 
be such that it would be extremely difficult to 
make arrangements for the care of the four 
hundred odd physicians who would attend. 
In view of this the Pee Dee Medical Associa- 
tion, throught its President, Dr. E. M. Dibble 
of Marion, extended an invitation to Council 
to hold the meeting at Myrtle Beach. This in- 
vitation was extended with the proviso that 
any change must be agreeable to the Columbia 
Medical Society. At a regular meeting the 
Columbia Medical Society discussed the mat- 
ter and graciously relinquished their rights. 
The Council has officially announced that the 
1942 annual meeting of the South Carolina 
Medical Association will be held at Myrtle 
Beach. Preliminary plans for the meeting have 
already been made and certain of the local 
committees have been appointed. Dr. FE. M. 
Dibble of Marion, is General Chairman. With- 
in a short while the names of the members of 
the Scientific Committee and the other com- 
The 
exact date of the meeting has not been estab- 
lished but it will probably be held during the 
first or second week of May. 


mittees will be printed in the Journal. 


MEDICAL ADVISORY BOARD 


The United States Director of Civilian De- 
the 


Joard to assist 


following 
the Medi- 
cal Division of the Office of Civilian Defense: 


fense has recently appointed 
Medical Advisory 
Dr. George Baehr, New York, Chairman. 
Dr. Robin C. Buerki, Madison, Wisconsin. 
Dr. Elliott Cutler, 
Dr. Oliver Kiel, Wichita Falls, Texas. 
Dr. Albert McCown, Washington, D. C. 
Dr. Fred Rankin, Lexington, Kentucky. 


3oston, Massachusetts. 


It is the purpose of this Board to keep physi- 
cians informed of all medical and public health 
activities of this organization. Such informa- 
tion will be transmitted to the editor and will 
be printed in this Journal. 





AMERICAN MEDICAL DIRECTORY 


At no time is it more important than at the 
present for the American Medical Association 
to have all available information concerning 
physicians in this country. 
the 
should be read carefully by every physician. 


In view of this following statement 


About September 1, an information card will be 
sent from the headquarters office of the American 
Medical Association to every physician in the United 
States The 
be used in compiling the Seventeenth Edition of 
the AMERICAN MEDICAL DIRECTORY. 

The directory is prepared at regular intervals in 
the Biographical Department of the American Medi 


and Canada. information secured is to 


cal Association. The last previous edition appeared 
in 1940. This volume is one of the most important 
contributions of the American Medical Association 
to the work of the medical profession in the United 
States; it has been especially valuable in the medical 





252 


preparedness program. In it, as in no other pub- 
lished 
physicians, 


directory, are dependable data concerning 


organizations and 


full 


hospitals, medical 


activities. The directory provides information 


concerning medical colleges, specialization in the 
field of medical practice, memberships in special 
medical societies, tabulations of medical journals 


and medical libraries and, indeed, practically every 
important the 
in which any one might possibly be interested. 


fact concerning medical profession 


Before filling out the information card, read the 
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instructions carefully. Physicians 
urged to state whether or not they are on extended 
active duty for the the 
United States Army and Navy. Fill out the card 
and return it promptly whether or not a change has 


are especially 


medical reserve corps of 


occurred in any points on which information is re- 
quested. If a change of address occurs before March 
1, 1942, report it at once. Should you fail to receive 
the first October, 
to the headquarters office stating that fact and a 


a card before of write at once 


duplicate card will be mailed. 
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BLACKMAN SANATORIUM 


A Registered Medical Institution Specializing in the Therapeutic Baths and other 
Physical Therapy 


Its 25 Patients’ Rooms and its Public Rooms are Modern and Attractive 
A Department for the Lambert Treatment. 


Rates are very Moderate. 
418 CAPITOL AVE., SE. 


Four blocks from the Capitol. 





ATLANTA, GA. 


= i ee ee ee ee ee ee ee ee es ke 

















THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 





suggest subjects for articles which they desire discussed. 


PRACTITIONER’S PAGE 
This page is devoted to the everyday problems of the physician in practice. 
i Members 


Members of the Association are urged to 


are also urged to submit questions. tach question 


will be referred to some physician who is qualified to make answer, and if the question involves a subject of general in- 


terest, the answer will be printed. 





THE TREATMENT FOR CONGENITAL 
SYPHILIS 


D. L. Smith, Jr. M. D. 
Spartanburg, S. C. 

the 
idea of contributing anything new but rather 


This brief outline is not written with 
with the hope that it may give a definite treat- 
ment outlined for a case of congenital syphilis. 

The course consists of the oral administra- 
tion of Stovarsol (.25 tablet— 


Merck & Co.) 


% tablet once a day for one week. 


grams per 


Y% tablet twice a day for one week. 
4 tablet three times a day for one week. 


14 table four times a day for one week. 


= 


4 tablet three times a day for one week. 
tablet four times a day for one week. 


1 tablet twice a day for one week. 


Fifty-six tablets (14 grams) in seven weeks 


followed by ten injections of bismuth sub- 
salicylate in oil. The injections are given twice 
a week, deeply into the muscle, %-1 ce for 


half this amount to very 


older children and 
small infants. Thus each complete course 
would require twelve weeks or three months 
if one week is passed when the Wasserman 
is taken. 

A urine; specimen of the patient should be 
examined é¢ach week as albumin has been noted 
at times, though it disappears when the drug 
is withheld for a short time. 

A red blood count and hemoglobin determi- 
nation should, when possible, be made at the 
end of each course. Certain rare cases of 
agranulocytosis with aplasia of the bone mar- 
row have been noted but this is found to occur 
in the administration of any arsenical at times. 

A physical examination is desirable at the 
end of each course. The symptoms of syphilis 
when present as a rule disappear with the end 
of the first week of treatment. In fact, the pain 
of the periostitis usually abates within the 


first day or so although some of the chronic 





destructive changes do not disappear at once. 
The 


where oral treatment is principally administered 


advantages of the above procedure 
and where the injections of the bismuth in 
oil are given intramuscularly are obvious to 
anyone who has spent time injecting a small 
vein intravenously. 

The results obtained with the above method 
have proven as satisfactory as the neoarsphena- 
mine injections. It can certainly be said that the 
cooperation of the parents is much better and 
they return for treatment more readily. 

Toxic reactions and complications are not 
as frequent as with the injection method al- 
though they must be borne in mind. Loss of 
appetite, cutaneous reactions, vomiting and 
diarrhea have been reported but are compara- 
tively infrequent and insignificant. 

Discussion: It is, of course, recognized that 
the ideal time to treat congenital syphilis is 
before the birth of the baby by treating the 
mother. The majority of mothers who have 
an adequate three month’s course of treatment 
will not have a luetic offspring. In case there 
is any doubt about whether the child is diseased 
at birth, it is recommended that one course as 
described above be given and that a serological 
test be made on the child at three months of 
age. A negative test at this time would mean 
almost certainly that the child would not ever 
have the disease, at least congenitally. 

In children who have had the disease for 
a- number of years, four courses as outlined 
above should be given during the first year of 
treatment ; two courses during the second year 
of treatment and one course each year there- 
after, if the serological tests continue to be 
positive. 

There are many other drugs and many other 
methods of administration of the two drugs 
However, I feel that the 
treatment outlined is applicable to all children 


mentioned above. 


from prematures on up to the age when in- 
jections with the arsenicals become 
practical and easily administered. For this 
reason, all debatable issues have been avoided. 


more 





HISTORICAL SIDELIGHTS 





DR. JAMES MOULTRIE 


(First President of South Carolina Medical 


Association ) 


Dr. James Moultrie, one of the founding 
delegates and later president of the American 
Medical Association, was born in Charleston, 
S. C. on March 27, 1793. His forebears had 
come to South Carolina directly from Scotland 
in the early part of the 18th century and more 
than one of them were physicians; his father, 
for whom he was named, was a_ scholarly 
physician of Charleston. Dr. Moultrie 
Charleston, S. C., and 
smith, England; upon returning to America, 
Drs. 


Was 


was 
educated in Hambher- 
he began the study of medicine with 
Wilson in 
graduated from the University of Pennsylvania 


in 1812. 


Barron and Charleston, and 


Dr. Moultrie began the practice of medicine 
in Charleston immediately after completing 
his course of study in Philadelphia, but upon 
the outbreak of the War of 1812 he offered 
his services and was appointed surgeon in 
charge of a hospital in Hampstead. On May 
23, 1813, he was commissioned physician of 
the port of General 
Alston. 


Charleston by Joseph 


The main energies of his life were spent as 
a teacher of physiology and in furthering the 
cause of medical education. As early as 1822 
he was in correspondence with Dr. Thomas 
Cooper, president of the South Carolina Col- 
lege, with regard to the founding of a medical 
college in South Carolina; however, when the 
college was finally established in Charleston 
in 1824 he declined a chair, believing that the 
venture could not succeed as an appropriation 
from the state legislature had failed to be 
secured. When the college was reorganized in 
1833 
faculty, Dr. Moultrie accepted the chair of 
physiology, a position he held until 1866. 


under a new charter and with a new 


Dr. Moultrie’s interest as a teacher of phy- 


siology extended over a period of many years. 
It is said that as a lecturer, he preferred to 
sacrifice beauty of diction to the claim of a 
minute and detailed presentation of his sub- 
ject. However, a remark attributed to one of 
his students was that his impression of Dr. 
Moultrie’s that he 
deeper, stay under longer and come up drier” 


lectures was could “dive 
than any lecturer he had ever heard. His publi- 
cations were few: an article on the “Uses of 
the Lmyph” was published in the first volume 
of the American Medical Journal, and an essay 
on the “State of Medical Education in South 
Carolina” was published in 1831 by the South 
Carolina Society for the Advancement of 
Learning. 

Dr. Moultrie was one of the delegates chosen 
from the Medical Society of South Carolina 
who went to Philadelphia in 1847 to join in 
the organization of a national medical society. 
On account of his active work in this connec- 
tion, he was made one of the vice-presidents 
of the American Medical Association, and in 
1851, at the Charleston meeting, he was elected 
president. In commemmoration of this meeting, 
the American Medical Association presented 
a chair to the local medical society which has 
been used ever since as the chair of the presid- 
ing officer of the Medical Society of South 
Carolina. 


Robt. Wilson, Jr. 
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SOUTH CAROLINIANA 


J. I. WARING, M.D., CHARLESTON, S. C. 








THE TECHNIC OF INDIVIDUAL LIGATION IN 


PNEUMONECTOMY AND EXTRAMEDIASTINAL IN- 

DIVIDUAL LIGATION IN LOBECTOMY: AN ANALY- 

SIS OF THE AUTHORS’ SERIES, BY F. P. COLEMAN 

AND J. G. SEASTRUNK. COLUMBIA. SOUTH. SURG. 
10:491, yury, 1941. 

the 


methods, a description of the methods, and a 


A review of development of these 


summary of 8 cases of pneumonectomy and 13 


cases of lobectomy. 


ANALYSIS OF SOME CASES OF GASTRO-INTESTI- 


NAL ALLERGY ASSOCIATED WITH ORGANIC 


DISEASE, BY G. HOLMES. GREENVILLE. SOUTH. 


34 :643, yuNE, 1941. 


Dr. Holmes points out the difficulties in de- 


MED. J. 


tecting purely allergic manifestations and the 


importance of recognizing organic lesions 
which may coexist, and may be overlooked by 
the enthusiastic allergist (and what allergist 
is not enthusiastic! ) 
THE LATE RESULTS IN 
SIMPLE 
CHARLESTON. SURGERY. 
jury, 1941. 

A summary of cases treated at Roper Hos- 

pital. Only 33% 


operation was necessary in 33%—Multiplicity 
| ’ j 


ACUTE PERFORATED 
SUTURE, BY E. F. 
10 :49-63. 


PEPTIC ULCER BY 


PARKER. 


remained well. Secondary 


of ulcers may be the cause of poor results. 


ABDOMINAL ARTERIAL 
H. BUNCH ANDL. E. MADDEN. COLUMBIA. SOUTH. 
MED. J. 34:643, JUNE, 1941. 


An elderly man with arteriosclerosis had 


APOPLEXY, BY GEORGE 


abdominal crisis with shock, abdominal swell- 
ing, and intraperitoneal blood—The subject is 
reviewed. 


ADHESION FROM HOT LAPAROTOMY PADS, BY F. 
E. KREDEL AND H. G. SMITHY. CHARLESTON. 
suRGERY. 10:45-48, yury, 1941. 

Hot dogs from hot pads, or why adhesions 
arise when excessive hot pads are used? Ex- 


perimental evidence is obtained from 26 dogs. 


Temperatures above 45° C are definitely harm 
ful. 
THE 
LABOR, BY J. D. 


MANAGEMENT OF THE THIRD STAGE OF 


GUESS. GREENVILLE. 
MED. J. 34:604, yuNE, 1941. 


The mechanism of this stage is discussed 


SOUTH. 


The proper use of pituitrin as an adjuvant at 
the beginning of the stage is emphasized. 


FAMILIAL DARIER’S DISEASE (KERATOSIS FOL 


LICULARIS), BY J. M. HITCH, J. L. CALLAWAY 


AND V. MOSELEY. ORANGEBURG. 


jy. 34:578, 


Fourteen 


SOUTH. 
1941. 


6 generations of a 


MED. 
JUNE, 
members of 
family were affected with this rare disease. 
skin 


unsatisfactory. 


As in most rare treatment is 


the 


diseases, 
uniformly Considering 
the 


families so 


disease, the 
afflicted 


relative innocuousness' of 
authors’ suggestion that 


be sterilized seems a bit radical. 


WEIL’S DISEASE. A COMPLETE REVIEW OF AMERI- 
CAN LITERATURE 
WORLD 
wW. B: 


AND AN ABSTRACT OF THE 


LITERATURE. SEVEN CASE REPORTS, B\ 


ASHE, H. R. PRATT-THOMAS AND C. W. 
KUMPE. CHARLESTON. MEDICINE. 20:145, may, 


1941. 


An acute epidemic disease caused by lep 


tospira icterohemorrhgiae, carried by rats. It 
is susceptible to treatment with immune serum. 


THE PYRAMIDAL 


BETZ CELL 


TRACT OF 
PYRAMIDAL 


THE MONKEY. A 
AND 


TION, BY A. M. 


TRACT ENUMERA- 


LASSEK. CHARLESTON. J. COMP. 
NEUROL. 74:193, aprit, 1941. 
Anatomical study of the cells which are 
thought to be responsible for the excitable 

properties of the motor cortex. 


THE HUMAN PYRAMIDAL TRACT III. MAGNI- 

TUDE OF THE LARGE CELLS OF THE MOTOR AREA 

(AREA 4), BY A. M. LASSEK. 

ARCHIVES OF NEUROL. AND PSYCHIATRY. 
45 :964-972. junk, 1941. 


An anatomical study. 


CHARLESTON, 
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Pathological Conference, Medical College of the State 
of South Carolina 





KENNETH M. LYNCH, M. D., PROFESSOR OF PATHOLOGY 





Case of Dr. W. H. Kelley 
ABSTRACT NO. 437 (72059) 


Student C. C. Smith (presenting) : 

History: A 43 year old negro man admitted on 
11-9 in a semi-stuporous condition—with chief com- 
plaint of “weak and vomiting” since 11-7. Had had 
persistent bilateral frontal headache for same length 
of time. Appetite had been falling for 3 weeks and 
unable to eat anything at time of admission. Epi- 
gastric pain for a questionable period of time had no 
time or food relationship. Also stated that he had 
had night sweats since 11-7, but their severity not 
urinary output for several 


known. Dimunition in 


weeks with voiding of small amounts at frequent 
intervals (5-7 X day and night). 

Dyspnea for past year or two after taking a few 
fast steps. B. P. 165/110 in 1937. Clinic 
1938 and _ ulcers 
would not heal. Saphenous vein ligation in 1938. 

Physical: T—98 P—110 R—32 B. P. 280/180. 


ill, dysarthric, 


patient 


since with varicose veins which 


Revealed an uncooperative, semi- 
laterally. 
Op- 


vessels 


comatose negro man. Left eye diverged 


Pupils small and equal and reacted to light. 
thalmoscopic :—much structural damage to 
and 


tortuosity. Ears, nose and pharynx normal. Tongue 


of retina; hemorrhages, arterial obliteration 


coated but otherwise normal. Pulsation of neck 


vessels, particularly marked in suprasternal notch. 
Chest moves freely with respiration and excursions 
equal. Lungs clear to percussion and auscultation. 
Pulse bounding and regular and synchronous with 
with 
PMI in 6th interspace in anterior axillary line. Soft 
blowing murmur at apex. As loud and of 


character. 


heart sounds. Heart markedly enlarged to left 


metallic 


Peripheral vessels markedly sclerotic. 


Abdomen normal—scaphoid. Prostate not enlarged 
or nodular. Muscle torn greater on right. Reflexes 
diminished in right arm; left arm one plus; right 
leg three plus; left leg two plus; bilateral Babinski; 
neg. Hoffman; abdominals and cremasterics present. 
Necrotic desquamating skin and ulcers over lower 
extremities. 
Laboratory: 
Urinalysis 11-10 
Sp. Gr. 1.012 
React. Acid 
Alb. 3 plus 
Sugar 0 
Acetone 0 
Pus 4 PHF 
Blood 15 PHF 
Casts 1 plus 


Epith 3 plus 
Blood 11-9 

RBC 3.60—1.90 11-27 

WBC 8650—17,800 11-27 

Pmn 77% 

Hb 8 gms. 

Wass. and Kline neg. 

Spinal fluid 11-10 300 mm. Pressure 

Urea N Creatinin 

11-9 52 gm. 2.4 mg. 

11-14 200 8.3 

11-16 104.3 5.8 

11-25 108 | 

Course: Temperature around 102 degrees for first 

few days, practically normal for remainder of course. 
Was in stupor until 11-14 when he showed marked 
improvement and was able to talk, although speech 
slurred. Relapsed to former state on following day. 
Uncooperative and incontinent. Extension of large 
buttock. On 11-25 and 26 patient 
passed bright red blood from rectum, estimated at 
100 cc. on 11-25. Pt. remained essentially the same 


bed-sore on rt. 


and expired on 12-2. 
Dr. Kelley Mr. MacLauchlin, do 
you think this man had one disease or several patho- 


(conducting) : 


logical conditions ? 
Student I think he primarily had 
one disease, namely arteriosclerosis. This one disease 


MacLauchlin: 


affected various regions and systems of his body, 
however, so that he really had a disease complex 
which is commonly called hypertensive cardio-vas- 
cular renal disease. 

Dr. Kelley: Do you think he had any particularly 
form of this disease? 
that the disease 
was relatively benign for a considerable period of 


Student Macl.auchlin: I believe 
time, but that during the time he was in the hospital 
the disease became malignant. This is indicated by 
the rapid course of the patient’s illness. He became 
stuporous and then comatose with rapidly progres- 
sive symptoms and an extremely high blood pressure. 
He had evidence of cerebral damage which was not 
confined to one particularly locus, but consisted of 
diffuse scattered areas of damage due to ischemia 
and the resultant anoxemia. Don’t believe there was 
actual organic damage and believe that this type of 
cerebral involvement goes more with the malignant 
type of hypertension, constituting the so-called hy- 
pertensive encepholopathy. The eye-grounds and the 
urinary findings also point to the malignant nature 
of the disease, as does the development of the 
uremia. 


Dr. Kelley: What weuld you predict as to the 
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pathological changes that the kidneys would be like- 
ly to show? 

Student MacLauchlin: I think they would be flea- 
bitten in appearance and of about normal size, as 
fibrosis probably had not had the time to produce 
contracture shrinkage. 
wouldn’t expect the glomeruli to show much damage, 
but the 
actual necrosis. 


and Microscopically I 


arterioles should show hyalinization and 
Dr. Kelley How do you account for the vomiting? 
Student MacLauchlin: The hypertensive encepho- 
lopathy could be responsible for this. 
Dr. Kelley: What about the epigastric pain? 
Student 


have enough 


I am 
data here to 


MacLauchlin: afraid that I don't 


hazard an explanation 
that I would be proud of. 

Dr. Kelley: Mr. Steinberg, do you have anything 
to add that might aid in the explanation of any 
other aspects of the symptomatology ? 

Student Steinberg: I think that the dimunition of 
the urinary output is consistent with renal failure. 
The infected decubiti scattered over the body would 
account for the temperature elevation. The slurred 
probably reflects the effect of a cerebral 
lesion and I think it is possible that this man had 
a real organic lesion of the brain. It is not uncom- 


speech 


mon to have a uremic colitis in the terminal stages 
of this condition which would account for the pass- 
There is ulceration of the 


small blood 


age of blood per rectum. 


intestinal mucosa with erosion of 


vessels. 

Dr. Robert Wilson: I would like a student to 
give his ideas as regards the pathology of hyper- 
tensive encepholopathy. 

Student Steinberg: I had the impression that it 
consisted of with increased 


edema of the brain 


intracranial pressure. Vasoconstriction is supposed 
to occur with local areas of ischemia. 
Dr. Kelley: Do any other members of the faculty 
have any comments to make or questions to ask? 
Dr. Townsend: Wagener has made a study of 
the prognostic signs in the retina over a five year 
period. itself 


Arteriosclerosis in indi 


the patient, the average 
length of life in his series which presented arterios- 


may not be 


cative of early death of 


When 


angiospasms are associated along with the arterios- 


clerotic changes along being 13.9 months. 


clerosis, however, the prognosis is much more grave 
and the life 
months. 


average expectancy is reduced to 5.4 

Dr. Lynch: There were no gross lesions of any 
note, but this is one of the most remarkable cases 
of malignant hypertension that we have seen. All 
the arterioles showed profound sclerosis with spots 
of necrosis in their walls. The blood vessels every- 
where in the body were affected, the disease show- 
The 
with 


ing a differance in degree but not in order. 


pancreas was markedly scarred and fibrosed 


spots of more 


recent necrosis, apparently from 


steady progressive closure of the vessels. It was 
not of such a degree as to be productive of a definite 
clinical picture, but I believe that the epigastric pain 
may have been related to this. The patient did not 
have an encepholopathy. He had cerebral edema, as 
a result of multiple thromboses with resultant 
cerebral injury and a resultant encephalitis. There 


were definite organic changes present. 


(POPP POPC O OOOO OOOO DOOD DOOD EO LE OED OO ODODE LS 
RHEM’S DRUG STORE 
WE FOLLOW THE 
DOCTOR’S ORDERS 
505 W. Palmetto 


Phone 278 Florence, §. C. 
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REEVES DRUG CO. 
Just What The Doctor Orders 
139 S. Dargan St. 


Phone 123 Florence, 8. C. 
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JAMES W. VERNON, M.D., Supt. and Resident Physician. 


Broadoaks Sanatorium 


MORGANTON, N. C. 


A private Hospital for the treatment of Nervous 
and Mental Diseases, Inebriety and 
Habits. A home for selected Chronic Cases 


Drug 
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NEWS ITEMS 





The following Reserve Officers have been 
ordered to active duty: 

Captain I. S. 
Bragg, N. C. 

First Lieut. R. K. 
Camp Davis, N. C. 

First Lieut. I. C. Evans, Charleston, to Camp 
Claiborne, La. 

First Lieut. J. M. Hanks, Anderson, to Fort 
Bragg, N. C. 

First Lieut. W. H. 
Camp Dixon, N. C. 

First Lieut. C. S. McCall, Bennettsville, to 
Fort Benning, Ga. 

Capt. S. E. Miller, State Park, to Shelby, 
Miss. 

First Lieut. B. M. 
Fort McClellan, Ala. 

First Lieut. F. 
Shelby, Miss. 

First Lieut. W. J. Robinson, St. Matthews, 
to Fort Bragg, N. C. 

First Lieut. J. D. Turner, Winnsboro, to 
Fort Jackson, S. C. 

Dr. John M. Fleming of Spartanburg has 


Barksdale, Greenville to Fort 


3rown, Greenville to 


Lacey, Georgetown, to 


Oliver, State Park, to 


P. Owens, Union, to Camp 


passed the examinations of the American Board 
of Gynecology and Obstetrics and is now a 
Diplomate of that Board. 

Dr. T. B. Reeves of Greenville and Miss 
Julia Smyth of Hendersonville, North Caro- 
lina, were married on July 22nd. 

Dr. J. I. Converse, a recent resident of the 
Greenville General Hospital, and Dr. J. W. 
Bell, a recent interne, have located in Green- 
ville. 

Dr. A. E. 
County 


Willis, Tri- 
Hospital, Orangeburg, has _ recently 
returned from a trip to Washington, New 
York, and Quebec. 


Roentgenologist, 


Dr. V. M. Rhinehart has opened an office 
for the general practice of medicine at New- 
berry. Dr. Rhinehart was graduated from the 
Medical College of South Carolina in 1941, 
and his home was Walhalla. 

Dr. Frank P. Gaston of Rock Hill was re- 


cently married to Miss Dora Jones Dunlap of 
that city. 

Dr. Malcolm Mosteller has opened an of- 
fice in Columbia for practice of Radiology. 

Captain G. C. 
Army since December recently spent a week 
with his family in Walterboro. 

Dr. E. M. Rice, Director of the Health and 
Sanitation South Carolina 
Public Service (Santee-Cooper) has gone to 
Washington for service in the Army. Dr. Rice, 


3rown who has been in the 


Division of the 


who has been granted leave of absence by the 
authority, will hold the rank of major and 
director of an army school at the capital. 
District Three of the S. C. Nurse’s Associa- 
tion adopted eight hour duty periods for the 
private duty nurses in that area. The new plan, 
effective September Ist, will be on trial for 
one year. For regular duty the nurses will re- 
ceive $5.00 for their eight hours of work. Al- 
coholic, contagious and nervous disease cases, 
will be charged $6.00 per eight hour period. 
The 


America has advertised with this Journal for 


Physicians Casulty Association of 
many years and we are glad to call attention to 
the following statement. 

“The 
America has made a reduction in the $25.00 
per week accident and health insurance, of 
$1.00 per year; in the $50.00 per week ac- 
cident and health insurance, of $2.00 per year 
and in the $75.00 per week accident and health 
insurance, of $3.00 per year.” 


Physicians Casualty Association of 


The American Neisserian Medical Society 
announces an annual prize of one hundred 
dollars, to be known as the P. S. Pelouze Award, 
to be presented to the person under thirty- 
five years of age who, in the opinion of the 
Committee of Awards, has made the outstand- 
ing contribution to the control of the gonococ- 
cal infections during the preceding year. 

Nominations for the award should be sent 
to the Secretary not later than March 31 of 
each year. The winner will be announced at 


the subsequent annual meeting of the Society. 
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There 
of New 
Atlantic Monthly which should be read by 


is an article by Dr. Miles Atkinson 
York in the August issue of The 


every physician who comes in contact with 
a hospital. It is entitled “The Patient Comes 
First.” 


The this 


Saluda, N. C., was highly successful in every 


Pediatric Seminar summer at 
way. 


The following men from South Carolina 
were members of the faculty: 

Drs. D. L. Smith of Spartanburg, Francis 
B. Johnson of Charleston, William Weston of 
Columbia, R. M. Pollitzer of Greenville, Ken- 
neth M. Lynch of Charleston, J. Warren White 
of Greenville, M. W. Charles- 
ton, D. L. Smith, Jr. of Spartanburg, and 


Julian P. 


Beach of 
Price of Florence. 

Among the general practitioners who at- 
tended the Seminar were the following from 
South Carolina: . 

Baldwin, W. E., Walhalla, 

Bare, Goodman, Anderson, S. C. 

Barnes, L. Paul, Bennettsville, S. C. 

Blake, Herbert, Anderson, S. C. 

Crawley, W. G., Lancaster, 5. C. 

Dendy, W. S., Pelzer, S. C. 

Edwards, Preston, Conway, S. C. 

Moncks Corner, S. C. 


‘ ‘ 
. C . 
* 


Fishburne, W. k., 
(1 wk.) 


A., North, 
B., Johnsonville, § 


James 


Fort, 


‘ 


S <. 
Frey, G S. 
Garvin, O. D., Spartanburg, 5. 
Gilmore, H. §., Nichols, S. C. 
Griggs, D. C., Pageland, S. C. 
Hall, J. C., Gaffney, S. C. 
Hames, H. T., Jonesville, S. C. 
Henslee, S. C., Dillon, S. C. 
Holtzclaw, J. N., Greenville, S. 
Johnston, B. R., Estill, S. C. 
McCurry, W. E., Ridge Spring, S. C. 
McGill, W. K., Clover, S. C. 
Mason, R. E., St. Stephens, S. C. 
Moore, E. H., Newberry, S. 
Nimmons, L. A., Bishopville, S. C. 
Palmer, J. S., Allendale, S. C. 
Parker, H. M., Wedgefield, S. C. (1 wk.) 
Perry, William L., Chesterfield, S. C. 
Porter, John H., Andrews, S. C. 
Price, William H., Charleston, S. C. 
Senn, H. B., Newberry, S. C. (9 days). 
Simmons, John F., Greenville, S. C. 
Simpson, F. T., Westminster, S. C. 
Tate, J. V., Calhoun Falls, S. C. 
Teague, Martin M., Laurens, S. C. 


C., (1 wk.) 


Timmerman, R. H., Batesburg, S. C. 
Ulmer, J. G., Hemingway, S. C. 
Westrope, G. R., Gaffney S. C. 
Whitley, W. E., Andrews, §S. C. 
Sease, Claude, Clover, S. C. 
McGill, W. K., Clover, S. C. 
Mrs. Dell Rogers Harper, R. 





DOCTOR’S CAR RANKS AS NEEDED 
EQUIPMENT 


In a profession that is no respector of time-tables, 
the physician’s car is just about as much a part of 
stethoscope or 


his professional equipment as_ his 


thermometer. 

Because the hurry call to a patient’s home may 
come at noon, midnight or dawn, the doctor must 
keep his medical kit ready and his car on hand 
twenty-four hours a day. 


As a 
tional groups in the number of round trips rolled 


result, the medical man leads all occupa- 
up annually. 

Residents of rural areas, who had been far from 
a doctor’s service in the horse-and-buggy days, are 
especially aided. 

Out of every 100 doctors who use their private 
automobiles for 


that: 


necessity transportation, it was 


found 


Sixteen average more than 1,500 trips annually 
1,000 to 1.500 trips per 


Ten reported from 800 to 1,000 round trips by car 


Fifteen make from year 
per year. Twenty-eight range from 400 to 800 trips 
annually. 400. 


Only nine average fewer than 200 round trips a year 


Twenty-two average from 200 to 
for necessity driving. 

For all car-owning physicians, the average num- 
ber of round trips annually per car was found to 
be 947, of which 842 trips or nearly 90 per cent of 
the total were credited to necessity purposes. 

Of all groups of car users, the doctors’ cars rank 
next to the top, their average distance travelled in 
a year being 12,932 miles per car. And according to 
surveys, necessity driving accounted for 8,640 miles 
of the total. 

By comparison, travelling salesmen who lead the 
occupational list of car users, have an average an- 
nual mileage of 18,791 miles, though their number 


of round-trips are less—from “Automobile Facts.” 
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SOCIETY REPORTS 





Over sixty physicians attended the meet- 
ing of the Seeond District Medical Society 
in Batesburg on July 31st. The guest speaker 
was Dr. EF. B. Carter, Professor of Obstetrics 
of Duke University and his subjeet was 
Obstetrical Problems. Dr. W. A. Hart of 
Columbia presented two case reports. Dr. 
George Bunch of Columbia spoke on Shot 
Gun Wounds of the Abdomen and Dr. R. E. 
Seibels of Columbia showed a moving picture 
of Extra-Peritoneal Caesarean Section. Of- 
ficers electted for the coming year were Dr. 
Kk. W. Tucker of Johnston, President, Dr. 
W. A. Hart of Coumbia, Vice President and 
Dr. William Weston, Jr., of Columbia, Secre- 
tary. Dr. 
President of the S. C. 
and Dr. J. 
and spoke briefly. Dr. 


Trulueck of Orangeburg, 
Medical 
P. Price, Secretary, were present 
T. A. Pitts of Colum- 
bia, President-elect of the State Association, 


1 cy 
George 


Association 


was also present. 


The Edisto Medical Society met on July 
30, 1941, at Hotel Orangeburg. 
The guest speaker, Dr. J. K. Fairey of St. 
Matthews gave an interesting paper on Fifty 
Years of Practice of Medicine. Several of 
the members discussed some unusual eases 


Eutaw in 


which have come up in their practice during 
the past few months. 


The August meeting of the Colleton Medi- 
eal Society was devoted primarily to a dis- 
cussion of medical ethies and means of im- 
proving medical service to the publie. 


The Greenville County Medical Society 
at its August meeting had Dr. Horton 
Vanderbilt University as_ its 
guest speaker. The topic of his speech was 
Behavior. 


Casparis of 


The August meeting of the Columbia Medi- 
held at the S. C. State 
Hospital and papers were presented by mem- 
bers of the staff. 


cal Society was 


ee ee ee he ee ee ee ee ee se 


We cooperate with the physicians at 
all times 


HUNLEY’S DRUG 
STORE 


286 King St. Charleston, S. C. 
Telephone 5541 


os ee i ee ee ee he 


“eeeoeeortretTtcstttor'’s 





Se ee ee a ae ee ae ae ed 


2. 2.2. 2. 2 2 2 % 2 © © o 2 » » o 


a 


Effective, Conventent 
and Economical 


THE effectiveness of Mercurochrome has been 
demonstrated by twenty years’ extensive clinical use. 


For the convenience of physicians Mercurochrome 
is supplied in four forms—Aqueous Solution for 
the treatment of wounds, Surgical Solution for 
preoperative skin disinfection, Tablets and Powder 
from which solutions of any desired concentration 
may readily be prepared. 


Merewrwehrome, Af W. &D, 


(dibrom-oxymercuri-fluorescein-sodium) 


is economical because solutions may be dispensed 


at low cost. Stock solutions keep indefinitely. 


Mercurochrome is accepted by the 
Council on Pharmacy and Chemistry of 
the American Medical Association. 


ACCEPTED 


MERIC, 
ASSN 


Literature furnished on request 


HYNSON, WESTCOTT & DUNNING, INC. 
BALTIMORE, MARYLAND 
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BOOK REVIEWS 





ABDOMINAL SURGERY OF 


CHILDHOOD 
Ladd and 
Saunders Company, 


INFANCY AND 
William E. 

W. B. 
This book 


children’s 


Robert Gross 

Philadelphia 
deals branch of 
The 


congenital anomalies and the acquired diseases of 


that 
abdomen. 


entirely with 


surgery devoted to the 
early infancy and childhood are thoroughly reviewed. 

The authors book, 
the facts gathered from their personal experiences 


have written a constructive 


over the past twenty-five years. Most interestingly 


entered into and discussed are the pre-operative 
preparation, the operative period, the surgical tech- 
nique, and the post-operative care. 

It is my opinion that this is a clearly outlined 
discussion of a subject which needs more considera- 
tion. The book is attractively finished, is well in- 
dexed, and should prove a welcome addition to the 
library of any physician who deals with 
abdominal 


surgical 
conditions in children. 


cA. &. 


INFANTILE PARALYSIS 
Philip Lewin, M. D. 


Professor of 


\ssociate Bone 


and Joint Surgery, 
Northwestern University Medical School 


W. B. Saunders Company 


As every golfer knows it is one thing to plan and 
another thing to execute. 

The plan of this book as outlined in the preface, 
is excellent. “I have endeavored,” author, 
“to get my message across particularly to the family 
doctor, who usually first.” As 
one delves into the book itself, however, one finds 


a volume which will appeal to a limited number of 


says the 


sees these patients 


family physicians but which will serve as a good 
book for 
with 


reference medical students and for those 


who deal infantile paralysis on a relatively 


major scale. 
With as many diseases as there are to be diagnosed 


and treated and with as much new material and 


forth 
presses today the average physician, desirous though 


information as is being sent from printing 


he may be of reading all that is worth while, must 
of necessity limit his reading to relatively short and 
comprehensive summaries or reviews. Had the author 


of this volume taken the material found in the first 


half of the volume and condensed it into one-half 


of its present space he would have prepared a work 


which would have been highly acceptable to the 


practicing physician. The last half of the volume 
deals with the orthopedic and operative care of these 


holds little 


man in general practice. 


patients and as such interest for the 


growing 
tendency, and rightly so, for general practitioners and 


During recent years there has been a 


pediatricians to refer the victims of infantile paraly- 


sis to the orthopedic surgeon or to trained phy 
The 


practicing physician should know that an arthrodesis 
i distinct 


siotherapists for proper convalescent care. 


is of value in 


certain cases but he is 


not primarily concerned with the technique of 
the operation nor of the names of the different types 
of operations. These are matters for the orthopedic 
surgeon to latter half of this 
volume is filled with a description of operative pro- 


cedures. 


decide and yet the 


This book, well illustrated and well written, should 
be of distinct value to the orthopedic surgeon and 
to any 


closely 


pediatrician or practicing physician who is 
with an 


crippled children’s home. 


associated orthopedic hospital or 





HOUSE OF 


DELEGATES 





(April 15, 1941, Greenville, S. C.) 


(Continued from August issue) 


DR. W. W. FENNELL, JR., ROCK HILL: 

I wish to nominate a man who has been President 
of his local society, secretary of his local society, 
and chief of staff of the local hospital. That man 
is Dr. W. F. Strait, of Hill, whom | 
place in nomination. 


Rock now 


A MEMBER: I wish to second the nomination. 
I have known Dr. Strait for many years, and I 


know that he will make a good officer. 

... A motion was offered that the nominations be 
closed and that the Secretary cast the ballot of the 
Association for Dr. Strait as Vice-President 
seconded 


Motion 
and carried. 
THE 

The filled is that of delegate 
to the American Medical Association, to succeed Dr. 


PRESIDENT: 
next office to be 
Hines. Nominations are now in order. 

... Dr. Douglas Jennings, of Bennettsville. nomi- 
nated Dr. Thomas A. Pitts as delegate to the Ameri- 
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can Medical Association, to succeed the late Dr. 
Hines. Nomination seconded by Dr. William Weston, 
Columbia. Dr. Weston then moved that the nomina- 
that the cast the 


Association for Motion 


Secretary 
Dr. Pitts. 


closed and 


the 


tions be 
ballot of 
carried. 


PRESIDENT 
Nominations to the 


PRESSLY: 
office of secretary-treasurer 


will now be received. 

DR. DOUGLAS JENNINGS, BENNETTSVILLE: 
Mr. President and members of the House of Dele- 

gates, the position of secretary-treasurer, the duties 

of which Dr. 

going to be hard to fill. I wish to place in nomina- 

tion the name of a young man who, I feel and others 


Hines performed so excellently, is 


who know him feel, will in time make just as good 
faithful a Dr. Hines 
made us for so many years. I wish to nominate Dr. 


and secretary-treasurer as 
Julian P. Price, of Florence, for secretary-treasurer. 

This nomination was seconded by Dr. D. 
LeSesne Smith, 
motion by Dr. William Weston the nominations were 
closed and the President cast the unanimous ballot 


of Spartanburg, and others. On 


of the House of Delegates for Dr. Price as secretary- 
treasurer. 


THE PRESIDENT: 

I wish to say that during his term of office Dr. 
Price has served the Association well, and it is a 
pleasure for me to cast the vote of the Association 
for him. 

Speech, Julian. 

... Dr. Price thanked the members of the House 
of Delegates for their confidence in him and asked 
for their suggestions and criticisms, promising his 
best efforts for the advancement of the Association. 

... The following were elected as members of the 
of Councilors: 


Dr. F. G. 


Board 


First District, Cain, Charleston (re- 


elected ). 
Columbia 
Dr. 


District, Dr. R. B. Durham, 
(for one year, to fill the unexpired term of 
A. Pitts, President-Elect.) 


District, Dr. J. Claude 


Second 


Thomas 
Third 
Mountain. 
Fifth 
Hill 
Sixth District, Dr. (for 
one year, to fill out the unexpired term of Dr. Julian 


Sease, of Little 


District, Dr. Rock 


(re-elected ). 


Roderick MacDonald, 


James McLeod, Florence 


P. Price, elected as Secretary-Treasurer ).) 
Seventh District, Dr. FE. 
elected). 


T. Kelley, Kingstree (re- 


The following members of the Board of Medical 
Examiners, whose terms had expired, were re-elected : 
Dr. G. C. Brown, Jr., Walterboro, for the First 
Congressional District,, and Dr. C. H. Blake, Green- 
wood, for the Third Congressional District. 
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New Business 


The President called for the report of the Reference 
Committee. Dr. R. C. Bruce, its Chairman, reported 
that 
mendation, that being a resolution from the Com- 
Medical 


his committee had received only one recom- 


mittee on Economics, as follows: 


“RESOLVED, that the House of Delegates re- 
quest the dean and faculty of the Medical College 
of the State of South Carolina to consider seriously 
the inclusion of and to incorporate, if possible, a 
course in medical economics and ethics in the train- 
ing of medical students.” 

Dr. that 
Committee recommended the adoption of the said 


the Committee’s 


Bruce further reported the Reference 


resolution. On motion, Reference 
report was adopted. 

Dr. J. D. Guess, of Greenville, offered the follow- 
ing resolution, stating that it was proposed by and 
introduced at the request of the Greenville County 
Medical Society: 

“Believing that a bill which has been introduced 
into the state legislature will, if passed, eliminate 
Medical College of the 
State of South Carolina providing that a freshman 
not allowed to 
ruling that 
apply to members of other classes; 

“And that statements in the 
public press in which it was purported that Dean 
Robert 


the faculty ruling of the 


with an extremely low record be 


repeat the freshman year, a does not 


believing further 
Wilson was referred to as ‘a czar when it 
comes to medicine’ and ‘a polished gentleman with 
the heart of a dictator’ are untrue as to fact: there- 
fore, 

“BE IT RESOLVED, that the South Carolina 
Medical Association deplores such accusation directed 
against Dean Robert Wilson; and 

“BE IT RESOLVED, FURTHER, that the As- 
sociation is opposed to the passage of the said bill, 
believing it to be an interference 
with the internal scholastic operation of the College ; 
and 

“BE IT RESOLVED, FURTHER, that the South 
Carolina Medical direct its Committee 
on Public Policy and Legislation to use every reason 
able effort to bring about the defeat of this bill.” 

After some discussion, the resolution was adopted; 


unwarranted 


Association 


and, on motion of Dr. Douglas Jennings, the Sec- 
retary was directed to send a copy thereof to the 
Judiciary Committee of the 
Committee of the 
and House 

Dr. 
following 


House, the Finance 
and to both the 
Medical A ffairs. 
Charleston, offered the 


that the House of 


Senate, 
Committee on 
James J. 


Senate 


Ravenel, 


motion: Resolved, 


Delegates refer to the Council the question whether 
or not to divorce the office of editor from that of 


secretary-treasurer. After considerable 
Dr. E. M. Dibble moved to table Dr. Ravenel’s 
motion; and the motion to table was adopted by a 
standing vote of 28 to 20. 


discussion, 
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On motion of Dr. J. R. DesPortes, the name of the 
Committee on Necrology was changed to Memorial 
Committee. 

Dr. N. B. Heyward, of Columbia, on behalf of the 
Medical 
Association to 


Columbia Society extended an invitation 
to the hold its 1942 


Columbia, and this invitation was accepted. 


meeting in 


At this time President Pressly asked Dr. William 
Weston to intreduce Dr. Frank H. Lahey, the Presi- 
dent-Elect of the Medical 
and Dr. Weston spoke as follows: 

“Mr. President and gentlemen, I think of all the 
occasions of my attendance on the meetings of the 


American Association, 
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further step that had to be taken, and that was to 
decide upon the man who, as president-elect of that 
Association, could carry into effect the will of the 
House of Delegates as requested by the President 
of the United States. After the most serious con- 
sideration, in which there 
debate, it was decided to select Frank Lahey, of 
Boston, Massachusetts, to carry out the will of the 
executive department of the United States Govern- 


was warm but friendly 


ment. I therefore, sir, take great pleasure in intro- 
ducing to Frank H. Boston, 
President-Elect of the 
tion.” 


you Dr. Lahey, of 


American Medical Associa- 


House of Delegates of the American Medical As- Dr. Lahey, after a few introductory remarks, 
read a prepared paper, (printed in May, 1941, issue 
of this Journal). 


President 


sociation the most solemn was that session of the 
House last year when the President of the United 
States behalf of the House of 
consider certain matters referred to us by the Govern- Delegates, thanked Dr. Lahey for his contribution 
ment. I violate no confidence when I say that every to its program. 

recommendation made by the President was agreed No 


asked us to meet in executive session to Pressly, on 


further business appearing, the House of 


to by the House of Delegates. But there was one Delegates then adjourned sine die. 








t makes their regular check-ups 





“fun” by giving youngsters some 
wholesome CHEWING GUM 


he’s such an easy, thoughtful gesture to always offer 
your little patients some delicious Chewing Gum 
y while they're waiting or when they leave the office. 
They just love it— and it makes a big hit with 
adults, too. And for such a small cost this one, 





friendly, little act goes a long way in winning extra 
good will and affection. Besides, as you know, the 
chewing is an aid to mouth cleanliness as well as 
helping to lessen tension. Enjoy chewing Gum, 
yourself. Get a good month’s worth for your 
office today. 
There's a reason, a time 
and place for Chewing Gum 


NATIONAL ASSOCIATION OF CHEWING GUM MANUFACTURERS, STATEN ISLAND, NEW YORK 
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WOMAN’S AUXILIARY 


SOCUTH CAROLINA MEDICAL ASSOCIATION 











STUDENT LOAN FUND 
1931—1941 


First and Only Fund Established for Doctors 
Sons & Daughters in the State 


The Student Loan Fund of the Woman's 
Auxiliary to the South Carolina Medical As- 
sociation was started at the Annual Conven- 
tion Meeting held in the parlors of the First 
Baptist Church of Greenville, S. C. 
1931. 


Realizing that an objective was essential 


in April, 


for the good of the auxiliary, Mrs. L. O. 
Mauldin, the president, recommended the Stu- 
The 


mendation was adopted and the auxiliary to 


dent Loan Fund as a _ solution. recom- 
Greenville County Medical Society gave $25.00 
in honor of the president. York County also 
gave $5.00 at the same time. This was the be- 
ginning of the Student Loan Fund which today 
is a “sure enough” Loan Fund. 

The purpose of the Loan Fund is to give 
aid to deserving sons and daughters of doctors 
who are or have been members of the South 
Carolina Medical Association. 

Mrs. William A. Boyd of Columbia, S. C. 
was elected the first chairman and served four 
years with Mrs. L. O. Mauldin, co-chairman. 


Mrs. J. W. Bell, Walhalla, S. C. 


Mrs. Boyd did a splendid work organizing and 


Was treasurer. 


creating interest in the Loan Fund. In 1935 
Mrs. L. O. Mauldin was elected chairman with 
Mrs. C. P. Corn, co-chairman and Mrs. J. W. 
\Vhite, treasurer. This committee served four 
years. 

The present committee, elected in 1939, is 
composed of Mrs. L. O. Mauldin, chairman, 
Mrs. T. A. Pitts, Columbia, S. C., co-chair- 
man, and Mrs. J. L. Bundy, Rock Hill, S. C., 
as treasurer. 

The Loan Fund is ten years old and in this 
time five scholarships have been awarded. The 
first loan was used only one year as the stu- 


dent had to give up the study of medicine be- 


cause of financial reverses. His debt has been 
paid in full. 

Three students on scholarships graduated in 
June, 1940 with splendid records from South 
Carolina Medical College of Charleston. They 
are serving as interns in three different hos- 
pitals. Two students are at the Medical College 
now, both are seniors. 

Applications for the scholarship for another 
year was considered by the committee April 
15th at the Poinsett Hotel, and Mr. William 
Marett was awarded scholarship 1941-1942. 

The Auxiliary members have been so faith- 
ful and generous and we are sure they will con- 
tinue to be because it is a work that any group 
should be proud to do; that of helping “the 
sons and daughters of doctors” to help them- 
selves. The joy of this work is the knowledge 
that vou are able to give help and see the re- 
sults. 

We feel there have been real accomplish- 
ments. The auxiliaries co-operate in every pos- 
sible way, showing the splendid material we 
have in the State to carry on the work of the 
Student Loan Fund. 

Six of the rules governing the Student Loan 
Fund are: 

1. That the Student Loan Fund be used for 
South Carolina Medical 
College as long as it is a grade “A” school. 


gt 
2. 


students attending 


That applicants Junior and Senior year 
of college be fully investigated as to scholar- 
ship, and his scholarship be of high standing— 
at least “C” grades. 

3. Only resident sons and daughters of physi- 
cians who are or have been members of South 
Carolina Medical Association are eligible for 
benefit of this fund. 

4. A detailed application on a form supplied 
by the Student Loan Fund Committee is re- 


quired of all who desire loans. Such applica- 


tion must be accompanied by two letters of 
recommendation as to character and integrity, 
by records of preparatory work, and by a 
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How to Use $-M-A Powder 


EACH PACKAGE OF S-M-A* CONTAINS ONE MEASURING CUP 


| Empty one tightly packed measuring cup 
of S-M-A powder into bottle. 





y) Add enough warm previously boiled 
water to make one ounce. 





5 Cap bottle and shake powder into solu- 
tion. Feed at body temperature. 


S-M-A READY TO FEED 


PROVIDES: 


@ 20 calories to the 


4 Easy, isn’t it? 





ounce, but more important, the nutritional 
value of S-M-A is that of a complete well- 
balanced food. When prepared as above, 


each quart provides: 


10 mg. Iron and Ammonium Citrate 
200 I. U. of vitamin B, 

400 I. U. of vitamin D 

7500 I. U. of vitamin A 








NORMAL INFANTS RELISH S-M-A—DIGEST IT EASILY AND THRIVE ON IT 


*S-M-A, a trade mark of S-M-A Corporation, for its 
brand of food especially prepared for infant feeding— 
derived from tuberculin-tested cow's milk, the fat of 
which is replaced by animal and vegetable fats, in- 
cluding biologically tested cod liver oil; with the addi- 


3S 


tion of milk sugar and potassium chloride; altogether 
forming an antirachitic food. When diluted according 
to directions, it is essentially similar to human milk in 
percentages of protein, fat, carbohydrate and ash, in 
chemical constants of the fat and physical properties. 


S.M. A. CORPORATION - 8100 McCORMICK BOULEVARD - CHICAGO, ILLINOIS 
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physician’s statement of applicant’s sound 
health. 

5. No additional scholarship is awarded until 
money is in the bank. 

6. No interest charged. 


Money is coming in from one of the last 
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years graduates for payment of his loan. 
The obligations have so far been met by 
the young men and of this we are justly proud. 

Mrs. L. O. Mauldin, Chairman 

Mrs. T. A. Pitts, Co-Chairman 


Mrs. J. L. Bundy, Treas. 




















South Carolina Medical Association 


Truluck, M. President 


G. M. 


W. F. Strait, M. D. Vice President 


Thomas A. Pitts, M. President-elect 


Julian P. Price, M. 
Florence 
COUNCILORS 
First District 
(Charleston, Colleton, Jasper, Dorchester, Berkeley, Beaufort) 
ER 1 Ra ESSE I FEN ee I dre mn ero Charleston, S. 
Second District 
(Edgefield, Aiken, Lexington, Richland, Saluda) 
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Third District 
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Greenville, S. 


(Anderson, Cherokee, Spartanburg, 
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Fifth District 
Kershaw, Lancaster, 


(Chester, York, Fairfield) 


Roderick McDonald, M. Rock Hill, 
Sixth District 
(Florence, Darlington, Chesterfield, Marlboro, Dillon, Marion, Horry) 

DOE, BG scene ccwiereieatnen adnan Florence, S. 

Seventh District 
(Clarendon, Georgetown, Lee, Sumter, Williamsburg) 

DE, i. Oe eeiocca terest miainenemineanacensasniecenuaeeka Kingstree, 

Eighth District 
(Allendale, Bamberg, Barnwell, Calhoun, Hampton, Orangeburg) 
ee ee rea, Se ee ee meee Orangeburg, § 
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